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LETTER  OF  TRANSMITTAL 


United  States  Department  of  Labor, 

Children’s  Bureau, 
Washington^  June  30^  1938. 

Madam  : There  is  transmitted  herewith  the  Proceedings  of  the  Con- 
ference on  Better  Care  for  Mothers  and  Babies,  called  by  the 
Children’s  Bureau  with  your  approval  and  held  in  Washington, 
January  IT  and  18,  1938. 

Soon  after  the  creation  of  the  Children’s  Bureau  mothers  began 
writing  in  about  their  problems  related  to  childbirth,  and  the  Bureau 
undertook  to  find  a plan  by  which  mothers  living  in  remote  places 
could  secure  medical  and  nursing  care. 

The  Children’s  Bureau  study  of  maternal  mortaJity  in  15  States 
and  similar  studies  made  in  various  localities  have  shown  that 
large  proportion  of  the  maternal  deaths  and  deaths  of  newborn 
infants  that  occur  in  the  United  States  are  preventable.  Experience 
under  the  Sheppard-Towner  Maternity  and  Infancy  Act  from  1921 
to  1929  and  since  1936  under  the  maternal  and  child-health  program 
of  the  Social  Securitv  Act  has  made  it  increasinglv  evident  that  a 
courageous  attack  must  be  made  on  the  problem  of  providing  ade- 
quate medical  and  nursing  care  for  the  mother  and  child  at  the  time 
of  birth  and  during  the  prenatal  and  postnatal  periods. 

The  conference  attendance  and  the  active  discussion  that  took 
place  are  indicative  of  the  widespread  public  concern  over  our  pres- 
ent inability  to  make  available  to  all  mothers  and  newborn  infants  in 
the  United  States  the  professional  knowledge  and  skill  necessary  to 
save  their  lives  and  protect  their  health. 

Respectfulh^  submitted. 

Katharine  F.  Lenroot,  Chief. 

Hon.  Frances  Perkins, 

Secretary  of  Labor. 
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FOREWORD 


Early  in  1937  the  Children’s  Bureau  Advisory  Committee  on 
Maternal  Welfare  met  to  consider  problems  revealed  in  connection 
with  work  done  under  the  Social  Security  Act  by  the  State  and 
local  health  agencies  during  the  first  year  of  cooperation  between 
the  Federal  and  State  Governments  in  extending  and  improving 
maternal  and  child-health  services.  The  committee  unanimously 
agreed  that  the  extension  of  the  program  to  permit  care  of  women 
at  childbirth  is  an  outstanding  necessity  and  drew  up  recommenda- 
tions to  this  effect.  These  were  unanimously  endorsed  and  referred 
to  the  Chief  of  the  Children’s  Bureau  by  the  Advisory  Committee  on 
Maternal  and  Child-Health  Services  and  by  the  General  Advisory 
Committee  on  Maternal  and  Child- Welfare  Services  through  which 
members  of  organizations  concerned  with  child  welfare,  including 
professional  groups,  serve  in  an  advisory  capacity  to  the  Children’s 
Bureau.  (See  appendix  5,  p.  168.) 

In  April  1937  a joint  committee  of  the  State  and  Territorial  health 
officers  and  of  the  State  and  Provincial  Health  Authorities  of  Xorth 
America  drew  up  recommendations  of  similar  intent  which  were 
approved  by  the  conference  of  State  and  Territorial  health  officers. 
(See  appendix  6,  p.  170.) 

The  recommendations  presented  covered  two  aspects  of  maternal 
and  child  care,  namely,  (1)  increased  and  improved  maternity  care 
and  care  of  the  newborn,  and  (2)  a program  of  training  in  these  fields 
for  physicians  and  nurses.  In  presenting  these  proposals  the  com- 
mittee placed  emphasis  on  the  necessity  and  the  desirability  of 
cooperation  with  the  National,  State,  and  local  medical  societies  in 
the  working  out  of  such  plans. 

After  considering  the  reconnnendations  laid  before  her  the  Chief 
of  the  Children’s  Bureau  called  a small  conference  (October  19,  1937) 
of  representatives  of  national  organizations  to  consider  the  next  steps 
to  be  taken.  It  was  the  sense  of  this  conference  that  a larger  and 
more  representative  group  should  be  called  in  conference  in  January 
1938  to  discuss  the  needs  known  to  exist  and  the  measures  that  should 
be  taken  to  meet  these  needs. 

A committee  representing  16  organizations  was  appointed  to  as- 
sist in  making  plans  for  the  conference.  (See  p.  vi.)  The  officers 
of  the  committee  were  Mrs.  J.  K.  Pettengill,  chairman;  Fred  L. 
Adair,  M.  D.,  vice  chairman;  and  Mrs.  Nathan  Straus,  secretary. 
A steering  committee  composed  of  these  officers  and  Dr.  Keginald  M. 
Atwater,  Milt  Campbell,  Elizabeth  Christman,  Raymond  W.  Cooke, 
Hazel  Corbin,  Dorothy  Deming,  Mrs.  Roberta  Campbell  Lawson, 
Edward  S.  Lewis,  and  Dr.  Robert  H.  Riley  met  with  representatives 
of  the  Children’s  Bureau  on  November  6 and  December  11,  1937,  to 
prepare  plans  for  program  and  arrangements.  The  conference  plan- 
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FOREWORD 


ning  committee  was  consulted  by  correspondence  in  regard  to  the 
plans  and  the  committee  met  at  noon  on  January  17,  1938,  to  consider 
matters  relating  to  the  conduct  of  the  conference. 

The  Conference  on  Better  Care  for  Mothers  and  Babies  was  called 
to  meet  January  17  and  18,  1938,  in  Washington  by  the  Chief  of  the 
Children’s  Bureau  of  the  United  States  Department^  of  Labor.  Its 
object^  as  stated  in  the  call,  was  to  consider  the  existing  resources 
for  the  care  of  mothers  and  newborn  infants  in  the  United  States, 
the  extent  to  which  maternal  and  infant  mortality  may  be  reduced, 
the  measures  successfully  undertaken  in  certain  localities  and  among 
certain  groups,  and  the  ways  by  which  such  services  may  be  made 
available  everywhere. 

As  a background  for  the  conference  information  concerning  the 
maternal  and  infant  death  rates  in  the  United  States,  early  efforts 
to  reduce  the  hazards  of  maternity  and  infancy,  and  the  maternal 
and  child-health  services  administered  by  the  Children’s  Bureau 
under  the  Social  Security  Act,  was  sent  to  those  invited  to  attend. 

The  conference  met  in  the  auditorium  of  the  United  States  I7ational 
Museum  and,  on  the  morning  of  January  18,  in  the  East  Boom  of  the 
White  House.  The  total  registration  was  481,  including  represent- 
atives of  86  national  organizations,  professional  associations,  and 
health  and  social  agencies;  Federal,  State,  and  local  health  officials; 
State  welfare  directors;  chairmen  of  State  advisory  committees  on 
maternal  and  child-health  services;  chairmen  of  maternal-welfare 
committees  of  State  medical  societies;  presidents  of  State  pediatric 
societies  and  of  State  nurses’  associations;  and  others  actively  con- 
cerned with  the  problems  of  maternal  and  infant  care. 

Four  committees  were  appointed  to  serve  the  conference:  (1)  Com- 
mittee on  professional  resources,  Bobert  L.  DeNormandie,  M.  D., 
chairman;  (2)  committee  on  community  resources,  Felix  J.  Under- 
wood, M.  D.,  chairman;  (3)  committee  on  resources  of  citizens’ 
groups,  Harriet  Elliott,  chairman;  and  (4)  committee  on  findings, 
Fred  L.  Adair,  M.  D.,  chairman.  The  four  committees  met  on  the 
evening  of  January  17  and  presented  their  reports  at  the  final  session 
of  the  conference  January  18.  They  were  accepted  and  made  a part 
of  the  proceedings  of  the  conference. 

The  conference  recommended  that  provision  be  made  for  a con- 
tinuing committee,  the  chairman  to  be  appointed  by  the  chairman 
of  the  conference  and  the  chairman  of  the  conference  planning  com- 
mittee, with  the  hope  that  the  organizations  represented  in  the  con- 
ference would  appoint  representatives  to  serve  on  the  committee. 
The  function  of  the  committee  was  described  as  that  of  giving  a 
clearance  service  to  the  participating  organizations,  providing  the 
organizations  with  material  for  study,  and  assisting  in  the  effort  to 
increase  public  interest  in  better  care  for  mothers  and  babies.  It 
was  suggested  also  that  the  committee  consider  the  legislation  which 
it  might  deem  necessary  to  advance  this  work  and,  when  such  legis- 
lation had  been  prepared,  provide  a means  through  which  organiza- 
tions endorsing  the  legislation  might  act  in  supporting  the  measure. 
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The  committee  on  resources  of  citizens’  groups  recommended  that 
the  material  presented  at  the  conference  be  made  available  as  soon  as 
possible  to  the  participating  organizations  and  urged  those  organiza- 
tions immediately  to  study  the  evidence  presented  on  the  need  for 
better  care  for  mothers  and  babies  and  consider  what  action  should 
be  taken.  The  committee  reports  and  some  of  the  speeches  were 
mimeographed  and  distributed  soon  after  the  conference. 

After  the  conference  closed  on  January  18  the  reports  of  the  com- 
mittee on  findings  and  of  the  other  three  committees  were  presented 
to  the  President  at  the  White  House  by  Katharine  F.  Lenroot,  Dr. 
Fred  L.  Adair,  Dr.  Martha  M.  Eliot,  Mrs.  J.  K.  Pettengill,  Mrs. 
Charles  W.  Sewell,  and  Dr.  Felix  J.  Underwood. 
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Conference  on  Better  Care  for 
Mothers  and  Babies' 


Monday,  January  17 — Morning  Session 

Katharine  F.  Lenroot,  Chief,  Children’s  Bureau,  United  States  Department  of  Labor,  presiding 

Opening  Statement 

The  Chairman.  The  reason  for  this  conference  lies  in  the  exces- 
sive loss  of  maternal  and  infant  life.  If  ve  add  together  the  deaths 
of  mothers  from  causes  associated  with  childbirth,  the  stillbirths,  and 
the  deaths  of  infants  under  1 month  of  age,  we  have  a total  mor- 
tality second  only  to  the  mortality  from  heart  disease  and  exceeding 
the  mortalitv  from  cancer. 

4/ 

We  have  made  great  progress  through  the  years  in  the  reduction 
of  the  general  infant  mortality  rate,  but  little  progress,  compara- 
tively speaking,  in  the  reduction  of  deaths  of  infants  under  1 month, 
none  at  all  in  the  reduction  of  deaths  in  the  first  dav  of  life,  and 
little  progress  in  the  reduction  of  maternal  deaths.  We  have  known 
for  20  yeai'S  that  this  constituted  a very  grave  public -health  question, 
a question  fraught  with  significance  comparable  to  that  ascribed 
to  no  other  public-health  issue,  because  it  is  concerned  with  the 
preservation  and  the  vitality  of  the  coming  generation. 

I shall  review  a little  later  some  of  the  steps  that  have  been  taken 
and  some  of  the  pioneers  who  have  blazed  the  way,  without  whose 
efforts  this  conference  would  have  been  impossible.  Some  of  these 
pioneer  leaders  in  the  campaign  against  maternal  and  infant  mor- 
tality are  here  on  the  platform,  many  others  are  in  the  audience, 
and  their  presence  gives  us  courage  to  go  ahead. 

It  was  only  with  the  approval  of  the  Social  Security  Act  on  Au- 
gust 14,  1935,  that  it  was  possible  for  the  Federal  Government  again 
to  resume  cooperation  with  the  States,  which  had  been  in  abeyance 
since  1929  when  the  maternity  and  infancy  act — the  Sheppard- 
Towner  Act — terminated.  Under  the  provisions  of  the  Social  Secur- 
ity Act,  which  made  available  on  an  annual  basis  some  $3,800,000 
for  grants-in-aid  to  the  States  for  the  protection  of  the  health  of 
mothers  and  children,  all  the  States,  the  two  Territories,  and  the 
District  of  Columbia,  with  which  we  were  authorized  to  cooperate, 
have  developed  their  programs  under  plans  approved  by  the  Chief 
of  the  Children’s  Bureau  in  accordance  with  policies  developed  with 
the  aid  of  advisory  coimnittees  and  receiving  the  approval  of  the 
Secret arv  of  Labor. 

1 The  views  expressed  in  the  papers  and  discussions  of  the  conference  are  those  of  the 
individual  speakers,  for  which  the  Children’s  Bureau  does  not  take  responsibility. 
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2 CONFERENCE  ON  BETTER  CARE  FOR  MOTHERS  AND  BABIES 


The  progress  that  has  been  made  in  this  2-year  period  is  due  to 
the  devotion^  the  initiative,  and  the  vision  of  the  State  health  officers, 
the  State  directors  of  maternal  and  child  hygiene,  and  the  other 
leaders  in  the  States,  together  with  representatives  of  various  groups 
through  which  citizens  find  it  possible  to  express  their  interest  in 
public  questions,  including  members  of  the  professions,  above  all 
the  medical  profession,  to  which  we  must  look,  of  course,  for  the 
technical  leadership  and  skill  that  will  make  our  goal  possible  of 
achievement. 

Last  spring  the  Bureau’s  Advisory  Committee  on  Maternal  Welfare, 
meeting  in  Washington,  canvassed  the  progress  that  had  been  made 
during  the  little  more  than  a year  in  which  funds  had  been  avail- 
able for  maternal  and  child-health  work,  reviewing  the  parts  of  the 
program  that  were  beginning  to  be  carried  out  fairly  adequately  and 
the  major  gaps  that  existed.  As  a result  of  its  deliberations,  the  com- 
mittee drew  up  certain  suggestions  that  were  later  presented  to  the 
advisory  committees  of  the  Children’s  Bureau  in  meetings  held  dur- 
ing the  first  week  of  April  1937,  and  were  unanimously  approved  by 
the  Advisory  Committee  on  Maternal  and  Child-Health  Services  and 
later  by  the  General  Advisory  Committee  on  Maternal  and  Child- 
Welfare  Services. 

Similar  recommendations  for  the  extension  of  the  program,  relat- 
ing particularly  to  that  period  of  greatest  need— the  period  when 
the  mother  gives  birth  to  the  baby — were  adopted  in  April  1937  by 
the  State  and  Territorial  health  officers. 

The  Children’s  Bureau  General  Advisory  Committee  on  Maternal 
and  Child- Welfare  Services,  in  laying  before  the  Children’s  Bureau 
its  recommendations,  requested  the  Chief  of  the  Bureau  to  explore 
the  possibilities  of  making  them  effective. 

During  the  next  few  months,  we  on  the  staff,  in  consultation  with 
many  others,  investigated  these  possibilities.  In  October  we  toolc 
counsel  with  a small  group  representing  the  medical  profession,  the 
nursing  profession,  and  citizens’  groups  interested  in  the  problem. 
We  have  always  been  aware  in  the  Children’s  Bureau,  from  the  time 
it  was  founded,  that  we  can  go  forward  only  as  we  march  in  step 
with  the  developing  awareness  of  the  American  people  of  the  needs 
and  the  ways  in  which  they  may  be  met.  The  associations  of  the 
American  people  dedicated  to  promoting  citizenship,  public  health, 
and  public  welfare  were  the  logical  sources  of  counsel  on  this  subject. 

The  conference  in  October  considered  the  recommendations  of  the 
advisory  committee  and  recommended  that  the  Children’s  Bureau 
call  a larger  conference  in  January  to  explore  these  questions  fur- 
ther, not  only  from  the  point  of  view  of  government  and  what  gov- 
ernment at  each  level  might  do,  but  also  from  the  point  of  view  of 
all  the  resources  of  the  country  that  might  be  mobilized  to  meet  more 
effectively,  through  individual  effort,  through  medical  practice, 
through  education,  and  in  many  other  ways,  the  challenge  that  the 
high  maternal  and  infant  death  rate  presents  to  us. 

The  response  to  the  invitation  to  this  conference  has  been  most 
encouraging.  We  have  represented  in  the  acceptances  that  have  come 
to  us,  86  national  organizations- — organizations  of  labor,  organiza- 
tions representing  agricultural  interests,  professional  organizations 
representing  a wide  range  of  interest,  such  as  medicine,  nursing,  social 
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work,  and  then  the  great  citizens’  groups  of  the  country,  groups  of 
both  men  and  women.  Each  organization  was  asked  to  designate  a 
few  people  to  come  to  Washington  to  take  counsel  with  us  in  regard 
to  this  problem. 

Also  invited  were  the  State  health  officials  and  directors  of  mater- 
nal and  child  health,  the  State  directors  of  public  welfare,  members 
of  advisory  committees,  and  outstanding  individuals  who  are  work- 
ing on  this  problem.  You  have  in  your  envelopes  today  a list  of  the 
people  who  have  accepted  the  invitation  to  this  conference,  and  the 
interests  they  represent,  so  that  I do  not  need  to  go  into  detail  at  this 
time,  except  to  express  deep  appreciation  of  this  evidence  of  earnest 
conviction  of  the  need  for  a major  and  direct  attack  on  the  problem 
that  lies  before  us— an  earnest  conviction  that  our  resources  must  be 
mobilized  for  advance  toward  the  goal  of  saving  the  lives  of  mothers 
and  babies. 

You  have  come  here,  not  to  consider  any  narrow  and  specific  meas- 
ure, but  to  canvass  the  whole  broad  field,  to  exchange  information, 
to  bring  to  a focus,  if  we  may,  through  committee  action  and  through 
summary  of  the  papers  and  discussions  that  will  be  presented  at 
this  conference,  the  outstanding  facts  that  should  be  brought  back 
to  all  the  organizations  represented  and  to  the  American  public  gen- 
erally. Upon  such  facts  a plan  of  action  may  be  built,  and  in  the 
ways  in  which  developing  experience  indicates  what  is  successful  and 
fruitful  the  campaign  may  move  forward. 

This  is  not  a body  to  legislate  upon  any  particular  matter.  It 
is  not  a body  authorized  to  commit  any  organization  to  anything. 
It  is  a body  authorized  to  canvass  all  the  experience  available  to 
date  that  can  be  summarized  for  our  information  and  to  take  back 
to  the  organizations  represented  the  results  of  that  canvass  and  the 
general  suggestions  that  the  committees  giving  intensive  considera- 
tion to  the  problem  may  make  as  to  the  ways  in  which  this  interest 
may  be  crystallized  and  made  effective  and  practical  measures  may  be 
developed  for  saving  maternal  and  infant  life. 

In  presenting  the  first  speaker  I wish  to  pay  tribute  to  the  leader- 
ship that  has  been  given  by  the  Secretary  of  Labor  in  those  things 
to  which  the  Children’s  Bureau  and  the  friends  of  children  through- 
out the  United  Stades  are  dedicated.  It  is  interesting  that  in  the 
Secretary  of  Labor  we  have  not  only  a person  who  has  devoted  many 
years  to  the  study  of  labor  questions  and  the  development  of  methods 
of  administration  of  labor  laws,  but  who  also,  even  before  she  became 
immersed  in  the  problems  of  the  wage  earner,  has  been  a specialist  in 
the  field  of  maternal  care,  for  she  was  the  first  director  of  the  Ma- 
ternitv  Center  Association  of  Yew  York. 

That  background  made  her  particularly  interested  in  the  measures 
for  the  protection  of  maternal  and  child  health  and  welfare  proposed 
to  the  Committee  on  Economic  Security,  of  which  she  was  chairman, 
and  it  is  largely  due  to  her  leadership  and  effort  as  chairman  of  that 
committee  that  we  have  today  a Social  Security  Act,  with  provisions 
for  cooperation  between  the  Federal  Government  and  the  States  in 
promoting  maternal  and  child  health. 

It  gives  me  great  pleasure  to  present  to  you  the  Secretary  of  Labor. 


Address  of  Welcome 

By  the  Honokable  Frances  Perkins,  Secretary  of  Labor 


I have  the  honor  to  read  to  you  a letter  from  the  President. 
[Reading :] 

The  White  House, 
Washington,  January  15,  1938. 


Dear  IMadam  Secretary:  Will  you  convey  to  the  delegates  to  the 
Conference  on  Better  Care  for  Mothers  and  Babies  my  appreciation  of 
their  interest  in  the  problems  that  will  come  before  the  conference. 
I rejoice  that  the  responsible  officials  of  the  Federal  Government  and 
the  States  will  have  the  benefit  of  their  counsel  in  developing  practical 
ways  of  providing  more  adequate  care  for  mothers  and  infants. 

The  Interdepartmental  Committee  to  Coordinate  Health  and  Welfare 
Activities  is  at  the  present  time  considering  the  many  questions  involved 
in  conserving  the  health  of  the  people  and  will  soon  present  a report 
in  which  will  be  outlined  its  recommendations  with  respect  to  the  next 
steps  to  be  taken.  Clearly,  preserving  the  lives  and  health  of  mothers 
and  their  newborn  babies  is  of  first  importance  in  safeguarding  family 
life  and  the  welfare  of  the  whole  people.  I look  forward  with  interest 
to  the  findings  of  the  conference. 

Very  sincerely  yours, 

Franklin  D.  Roosicvelt. 


And  now  may  I say  to  you  on  my  own  behalf  and  on  behalf  of  all 
of  the  officials  of  the  Department  of  Labor,  of  which  the  Children’s 
Bureau  is  a part,  that  it  is  a great  privilege  to  welcome  you  here 
this  morning,  and  it  is  a great  personal  pleasure  to  me  to  see  you 
here  and  to  know  the  purpose  and  the  objective  for  which  you  have 
come.  After  so  many  days  and  so  many  months  and  so  many  occa- 
sions of  presiding  over  or  taking  part  in  conferences  of  people  who 
were  against  something,  it  is  a great  satisfaction  to  be  a part  of  a 
conference  of  people  who  have  come  together  because  they  are  for 
something,  because  they  want  to  do  something  about  a limited  pro- 
gram in  which  they  have  special  knowledge. 

I think,  perhaps,  it  is  its  limited  objective,  as  well  as  the  fact  that 
you  are  all  good  people,  that  makes  this  a positive  program  and  a 
positive  conference  rather  than  a negative  one,  for  we  have  a limited 
objective,  a problem  that  we  all  know.  We  are  met  here  to  define 
that  problem  more  exactly,  to  canvass  the  resources  that  are  available 
for  meeting  that  problem,  and  then  to  pledge  ourselves,  our  organiza- 
tions, and  our  influence  to  carry  out  a program  as  well  as  we  can 
with  what  human  ingenuity  we  have. 

It  is  significant  that  here  again  is  one  of  the  evidences  that  think- 
ing people  all  over  this  world  and  particularly  in  this  country  of 
ours,  which  has  been  so  blessed,  have  faith  in  the  possibilities  of  life. 
We  know  it  is  worth  while  for  us  to  use  our  ingenuity  and  our  tal- 
ents to  meet  this  problem  courageously  because  we  have  faith  in 
the  possibilities  of  life  on  this  planet.  And  so  it  is  a great  satisfac- 
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tion  to  have  you  here  and  to  have  you  here  for  that  particular 
purpose. 

Your  presence  here  is  a sign,  I think,  that  you  share  with  those  of 
us  in  the  Department  of  Labor  and  the  Children’s  Bureau  w^ho  are 
charged  by  law  with  some  responsibilities  in  this  matter,  a real  con- 
cern over  the  present  high  maternal  death  rate  that  Miss  Lenroot 
has  described  and  the  needless  waste  of  maternal  and  infant  life. 
It  also  signifies  that  the  delegates  of  many  organizations  assembled 
here  today  at  the  call  of  the  Children’s  Bureau  welcome  the  oppor- 
tunity of  finding  a way  to  meet  the  problem  and  to  mobilize  the 
agencies  and  the  methods  throughout  the  country  that  can  provide 
better  care  for  mothers  and  their  children. 

Among  you  I see  many  familiar  faces  and,  of  course,  that  is  a great 
personal  satisfaction  to  me  as  well  as  a great  satisfaction  to  the  De- 
partment of  Labor — the  faces  of  you  who  for  many  years  have  been 
working  in  behalf  of  mothers  and  children  in  whatever  field  your 
opportunity  might  lie.  And  I see,  too,  new  faces  to  whom  we  shall 
some  day,  I think,  owe  the  same  debt  of  gratitude  that  we  owe  to 
those  who  have  borne  the  brunt  of  these  problems  for  many  years—* 
the  faces  of  people  who  have  recently  enlisted  in  this  effort  and  from 
whom  we  expect  that  fresh  inspiration  and  vigor  that  any  vital  pro- 
gram must  have  in  order  to  bring  us  nearer  to  a goal. 

I am  very  glad  to  welcome  particularly  the  members  of  the  ad- 
visory committees  whom  I had  the  honor  of  appointing  to  assist  the 
Children’s  Bureau  in  the  administration  of  maternal  and  child-health 
service  under  the  Social  Security  Act  and  whose  interest  and  support 
have  been  invaluable.  I am  glad  to  welcome  them  and  to  take  the 
opportunity  of  thanking  them  for  the  service  they  have  already  ren- 
dered and  of  hinting  to  them  that  the  end  of  the  services  they  will 
be  required  to  perform  is  not  yet  in  sight. 

I am  glad  also  to  welcome  the  representatives  of  the  great  medical 
and  public-health,  hospital,  nursing,  and  welfare  associations  and 
organizations  that  have  helped  to  bring  about  such  progress  as  we 
have  already  achieved,  and  to  whose  continued  leadership  we  are 
bound  to  look  for  further  achievement.  With  particular  pleasure  I 
welcome  the  representatives  of  the  organizations  representing  labor, 
agriculture,  and  the  civic  and  religious  life  of  the  men  and  women 
of  America,  without  whose  unfailing  cooperation  and  support  we 
should  have  tremendous  difficulty  in  bringing  about  the  application 
within  local  communities  of  the  scientific  knowledge  of  specialists  in 
the  field  of  maternal  and  child  health.  It  is  to  these  organizations 
that  we  look  to  be  the  connecting  link  between  scientific  wisdom  that 
can  be  brought  together  at  the  center  and  the  outermost  post  of 
civilization  and  of  life  on  this  continent. 

I did  have  the  honor,  as  Miss  Lenroot  mentions,  to  be  the  first 
director  of  the  Maternity  Center  Association  in  New  York  City,  and 
therefore  I have  watched  this  pattern  of  action  in  operation  for  many 
years.  I think  perhaps  that  this  method  of  gathering  together  per- 
sons who  represent  volunteer  and  professional  and  civic  organiza- 
tions, for  the  purpose  of  participating  with  government  in  planning 
and  in  making  effective  the  plans,  is  a part  of  the  pattern  of  our 
American  democracy  that  is  gradually  emerging — a pattern  in  which 
the  people  who  have  knowledge  and  experience  and  .responsibility 
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take  part  in  the  administration  and  in  planning  the  administration 
of  those  faculties  that  are  given  to  agencies  of  government  for  the 
promotion  of  certain  definite  programs. 

Of  course  it  is  clear  that  ignorance  of  the  causes  of  maternal  death 
and  maternal  morbidity  was  the  general  rule  25  or  30  years  agoi. 
Perhaps  one  of  the  greatest  achievements  of  these  civic  and  profes- 
sional bodies  in  recent  years  has  been  the  dispelling  of  this  attitude 
of  mind — this  attitude  of  ignorance — toward  the  whole  problem  of 
maternity  and  infancy.  The  credit  for  this  change  must  go  not  only 
to  the  professional  and  technical  groups  but  to  organizations  such  as 
the  Maternity  Center  Association  and  to  the  Children’s  Bureau  and 
other  agencies  of  professional  and  civic  work  in  the  United  States. 

The  early  studies  of  infant  mortality  made  by  the  Children’s  Bu- 
reau did  much  to  focus  national  attention  on  the  seriousness  of  the 
problem  of  maternal  mortality.  Those  studies  showed  that  infant 
mortality  was  four  times  as  great  among  infants  whose  mothers 
died  within  a year  after  the  birth  of  the  infants  as  among  those 
whose  mothers  lived  for  a year  or  more,  so  the  emphasis  early  came 
to  be  put  upon  the  problem  of  keeping  alive  the  mothers  of  newborn 
infants  in  order  to  increase  the  chances  of  life  of  the  children. 

The  Children’s  Bureau’s  first  popular  publication  was  its  bulletin 
on  prenatal  care. 

An  analysis  of  maternal  deaths  published  in  1917  first  called  the 
attention  of  the  general  public  to  the  high  death  rate  among  mothers 
in  the  United  States.  The  study  of  maternal  deaths  in  15  States, 
published  by  the  Bureau  in  1934,  gave  us  much  needed  information 
on  why  preventable  deaths  had  not  been  prevented.  We  have  known, 
of  course,  that  good  medical  care  is  essential  to  a reduction  of  the 
rate  of  infant  mortality  and  invalidism,  but  we  have  become  in- 
creasingly conscious  of  other  factors  in  American  life  that  make 
childbearing  especially  hazardous  to  American  mothers. 

The  Bureau’s  study  of  maternal  deaths  in  15  States  was  under- 
taken to  answer  questions  raised  by  directors  of  maternity  and  in- 
fancy divisions  of  State  departments  of  health  during  the  days  of 
the  Sheppard-Towner  Act.  The  plan  for  the  study  was  developed 
under  the  leadership  of  Dr.  Robert  L.  DeNormandie,  who  is  one  of 
the  many  noted  obstetricians  here  today  and  who  for  many  years 
has  been  a member  of  the  Children’s  Bureau’s  advisory  committee  on 
obstetrics. 

The  Children’s  Bureau  study  has  been  followed  very  closely  by 
studies  made  in  several  of  the  larger  cities  under  medical  auspices. 
These  studies  not  only  have  thrown  light  on  the  causes  of  maternal 
mortality  but  have  aroused  public  opinion  to  demand  that  we  initiate 
and  apply  definite  measures  to  save  the  lives  of  the  many  mothers 
whose  deaths  have  been  proven  to  be  preventable.  But  when  we 
come  to  the  initiation  and  application  of  these  measures  we  en- 
counter factors  that  are  a part  of  the  whole  complex  picture  of 
American  life.  Each  factor  affects  other  factors,  and  we  have  to 
attack  the  entire  problem  in  order  to  make  the  progress  we  so  greatly 
desire  to  make. 

There  is  borne  in  upon  us  the  realization  that  the  problem  is  not 
entirely  one  of  professional  knowledge  and  medical  skill.  One  of 
the  difficult  problems  that  we  have  to  solve  is  that  of  the  economic 
resources  available  to  obtain  good  care  for  mothers  and  babies.  That 
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is  a long  and  roundabout  way  of  saying  that  poverty  is  one  of  the 
contributing  factors  to  the  high  maternal  death  rate.  I am  glad 
to  note  that  the  program  of  this  conference  has  given  equal  weight 
to  the  discussion  of  economic  resources,  professional  resources,  and 
community  resources  for  good  care. 

Various  definitions  of  adequate  annual  income  prevail,  but  in  the 
United  States  there  is  a general  acceptance  of  adequacy  of  income 
as  the  sum  necessary  to  support  an  individual  or  a family  efficiently 
and  in  health  and  comfort.  According  to  a study  made  in  1929 
nearly  16,400,000  American  families  had  incomes  of  less  than  $2,000 
a year  and,  of  this  number,  nearly  6,000,000  had  incomes  of  less  than 
$1,000  a year.  Through  the  Bureau  of  Labor  Statistics  (which  is 
also  a part  of  the  Department  of  Labor  and  whose  services  are  avail- 
able to  all  the  other  bureaus)  a highly  significant  study  has  been  made 
of  family  earnings  in  the  United  States.  Investigations  have  been 
made  in  all  sections  of  the  Nation,  not  only  as  to  earnings  but  as  to 
the  way  in  which  these  earnings  are  expended  and  have  to  be  ex- 
pended by  the  families  of  the  United  States. 

We  hear  a good  deal  about  the  lower  standards  of  living  in  rural 
communities,  but  this  study  showed  us  that  the  standards  of  living 
in  urban  areas  are  frequently  as  low  as  or  lower  than  those  in  rural 
areas.  The  wage  earner  with  an  income  of  $1,200  to  $1,500  a year — 
and  that  is  a good  high  income,  really,  compared  with  that  of  the 
6,000,000  families  that  live  on  less  than  $1,000 — spends  about  one- 
third  of  his  income  for  food  and  about  12  cents  out  of  every  dollar 
for  clothes. 

In  general,  the  investigation  of  the  Bureau  of  Labor  Statistics 
showed  that  about  one-third  of  the  wage  earners’  families  find  their 
incomes  insufficient  to  meet  the  minimum  requirements  of  the  stand- 
ard of  living  in  their  community.  Only  about  20  percent  of  the 
American  workers  have  telephones  in  their  homes.  This  does  not 
mean  that  a telephone  is  an  essential  of  the  American  standard  of 
living,  but  it  is  one  of  the  first  minor  conveniences  that  people  in 
America  provide  themselves  with,  and  only  about  20  percent  of  the 
wage  earners  have  provided  themselves  with  that  convenience.  T]iat 
is  taken  more  or  less  as  a measure  of  the  restriction  that  must  be 
put  upon  their  spending  habits  in  other  luxury  fields  or  convenience 
fields.  Food  and  rent  claim  so  much  of  a low-wage  earner’s  income 
that  there  is  relatively  little  left  for  clothing,  medical  care,  house 
furnishings,  transportation,  communications,  and  participation  in 
civic  life. 

A study  of  maternal  mortality  in  New  York  City,  made  by  the 
New  York  Academy  of  Medicine,  presented  some  interesting  figures 
on  maternal  mortality  rates  in  different  economic  groups.  During 
1930,  1931,  and  1932  there  was  a total  of  341,879  live  births  in  New 
York  City  and  a total  of  1,520  maternal  deaths.  The  maternal 
mortality  rate  was,  therefore,  4.4  per  1,000  live  births.  The  births 
occurred  in  four  economic  groups — a group  in  which  extreme  poverty 
prevailed,  a “depressed  economic”  group,  a white-collar  group,  and 
a well-to-do  group. 

The  extremely  poor  group  had  16  percent  of  the  live  births  and  18 
percent  of  the  maternal  deaths — a maternal  mortality  rate,  therefore, 
of  4.9  per  1,000  live  births. 
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The  depressed  economic  group  had  45  percent  of  the  live  births 
and  43  percent  of  the  maternal  deaths — -a  maternal  mortality  rate 
of  4«2. 

The  white  collar  group  had  37  percent  of  the  live  births  and  38 
percent  of  the  maternal  deaths — a maternal  mortality  rate  of  4.6. 

The  well-to-do  group  had  2 percent  of  the  live  births  and  1 per- 
cent of  the  maternal  deaths — a maternal  mortality  rate  of  3.9. 

The  extremely  poor  and  depressed  economic  groups,  according  to 
the  report  of  the  New  York  study,  included  the  majority  of  persons 
seeking  admission  to  the  free  wards  in  the  city  hospital  and  hospitals 
offering  free  medical  care.  A smaller  percentage  of  the  white-collar 
group  seeks  free  medical  care  from  the  hospitals,  although  persons 
in  this  group  are  unable  to  avail  themselves  of  highly  skilled 
specialists. 

The  difference  in  the  results,  according  to  this  New  Tork  City  re- 
port, which  was  made  under  medical  auspices  (and  I should  not 
think  of  drawing  this  conclusion  myself ; the  New  York  Academy  of 
Medicine  drew  it),  may  be  related  to  the  differences  in  the  special- 
ized ability  of  the  physicians  caring  for  these  different  economic 
groups,  but  it  may  also  be  related  to  economic  problems,  to  the  prob- 
lem of  professional  training,  and  to  the  problem  of  the  extension  of 
community  resources  to  make  available  to  all  who  need  specialized 
care  the  opportunity  to  come  in  contact  with  it  at  the  critical  moment. 

Before  the  end  of  the  present  fiscal  year,  the  United  States  De- 
partment of  Labor  will  have  turned  a quarter-century  mark.  In 
creating  this  Department,  Congress  declared  that  the  purpose  should 
be  “to  foster,  promote,  and  develop  the  welfare  of  the  wage  earners 
of  the  United  States,  to  promote  their  working  conditions,  and  to 
advance  their  opportunities  for  profitable  employment.”  Ever  since 
the  beginning  those  who  were  interested  in  the  Children’s  Bureau 
thought  that  its  objectives  came  within  this  general  definition  of 
Congress. 

Profound  changes  have  occurred  in  the  United  States  during  the 
years  since  March  4,  1913,  when  the  act  of  Congress  creating  the 
Department  of  Labor  was  approved.  Measured  in  years,  the  period 
is  a very  brief  one.  Measured  in  profound  changes  in  all  the  indus- 
trial, mechanical,  and  social  factors  that  go  to  make  up  our  Ameri- 
can life,  this  last  quarter  century  marks  an  extremely  significant 
period.  We  have  had  the  war,  the  post-war  period,  the  boom  period, 
the  great  depression,  with  tremendous  expansions  all  through  that 
period  in  the  mechanical  conveniences  and  the  mechanical  equipment 
and  the  mechanization  generally  of  our  daily  life  in  the  United  States 
of  America.  Under  democratic  forms  of  government  there  must  be  a 
certain  roughly  outlined  unity  of  purpose  and  a general  sharing  of 
ideals  and  objectives  conducive  to  the  general  welfare  of  the  people.  A 
chance  to  develop,  a chance  to  grow,  a chance  to  bring  up  a family 
under  better  conditions — ^these  are  the  desires  of  the  millions  of  wage 
earners  in  our  United  States,  and  they  are  the  desires,  too,  I think,  for 
them  of  all  the  thinking  people  of  good  will  in  this  country. 

Meetings  such  as  this  Conference  on  Better  Care  for  Mothers  and 
Babies  are  essential  for  the  successful  working  out  of  our  democratic 
processes,  for  within  this  limited  objective  we  can  have  a truly  demo- 
cratic approach  to  the  problem  of  the  general  welfare.  Other  groups 
having  other  specialized  knowledge  can  approach  other  limited  ob- 
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jectives  within  the  general  pattern  of  the  welfare  of  the  whole.  Such 
meetings  are,  therefore,  an  important  meclinm  by  which  we  shape 
our  objectives,  to  whose  achievement  the  citizens  of  our  country  as 
a whole  may  contribute. 

The  task  that  confronts  this  group  today  is  of  great  importance, 
the  saving  of  the  lives  of  mothers  and  newborn  infants  and  the  con- 
servation, therefore,  of  the  Nation’s  most  precious  resources.  The 
Nation  will  look  to  you  to  find  the  ways  by  which  we  may  join 
forces — the  Federal  Government,  the  States,  the  localities,  the  medi- 
cal and  nursing  professions,  the  citizens’  organizations,  and  citizens 
everywhere — to  bring  to  every  mother  and  every  child  in  America  a 
fair  chance  for  life  and  health.  If  we  have  done  that,  surely  we  shall 
have  served  our  day  and  generation  and  may  trust  to  those  who  come 
after  us  to  find  the  answers  for  the  problems  of  their  day. 

The  Chairmax.  That  gives  us  great  encouragement  to  go  forward, 
Madam  Secretary.  We  are  deeply  grateful  to  you  and  to  the  Presi- 
dent of  the  United  States  for  his  encouraging  message. 

Before  introducing  the  next  speaker,  I wish  to  present  to  you  some 
of  the  people  now  on  the  platform.  The  program  for  this  confer- 
ence was  developed  through  the  aid,  counsel,  and  suggestions  of  the 
conference  planning  committee,  a committee  on  which  46  organiza- 
tions are  represented.  The  counsel  of  the  representatives  of  these 
organizations  has  been  invaluable  to  the  Children’s  Bureau,  and  the 
officers  and  a small  group  of  the  conference  planning  committee  have 
given  hours  of  time  to  conferring  with  us  regarding  the  development 
of  the  program. 

The  chairman  of  the  conference  planning  committee,  who  is  also 
the  president  of  the  National  Congress  of  Parents  and  Teachers,  has 
been  so  skillful  and  so  wise  in  her  suggestions  and  her  guidance  as 
to  place  us  greatly  in  her  debt.  It  gives  me  pleasure  to  introduce  to 
you  the  chairman  of  the  conference  planning  committee,  Mrs.  J.  K. 
Pettengill. 

The  vice  chairman  of  the  conference  planning  committee  is  a person 
who  for  many  years  has  been  so  closely  associated  with  the  Children’s 
Bureau,  as  well  as  with  other  organizations  interested  in  maternal 
welfare,  as  to  make  him  seem  one  of  us.  He  worked  with  us  through 
the  years  that  Miss  Abbott  was  Chief  of  the  Children’s  Bureau,  in 
studies  and  in  committee  work.  He  is  professor  of  obstetrics  and 
gynecology  of  the  University  of  Chicago  School  of  Medicine,  chair- 
man of  the  American  Committee  on  Maternal  lYelfare,  which  is 
mobilizing  the  resources  of  physicians  in  such  a notable  way  in 
attacking  this  problem,  chairman  of  our  Advisory  Committee  on 
Maternal  and  Child-Health  Services,  and  chairman  of  so  many  other 
committees  that  it  would  take  the  rest  of  the  morning  to  name  "them — 
Dr.  Fred  L.  Adair. 

As  secretarv  of  the  committee,  we  have  had  the  services  of 
Mrs.  Nathan  Straus,  representing  the  National  Council  of  Jewish 
Women.  Mrs.  Straus  has  sent  her  regrets  to  this  morning’s  session; 
she  is  unavoidably  detained,  but  she  will  be  with  us  later.  She  has 
sent  her  very  able  representative,  who  has  done  so  much  in  her  own 
right  in  this  cause,  Mrs.  Katharine  Ansley. 

We  have  with  us  on  the  platform  this  morning  the  person  under 
whom  I had  the  privilege  of  serving  in  the  Cliildren’s  Bureau  for 
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SO  many  years,  the  person  who  guided  the  Children’s  Bureau  in  its 
cooperative  relationships  with  the  States  under  the  Sheppard-Towner 
Act,  who  throughout  the  years  has  been  so  valiant  a champion  of 
motherhood  and  childhood,  and  who  continues  to  serve  in  so  many, 
many  ways — Grace  Abbott. 

As  I said  earlier  in  my  remarks,  we  are  privileged  to  have  with  us 
some  of  the  outstanding  pioneers  in  this  movement.  A person  who 
is  with  us  in  thought,  though  not  in  physical  presence,  is  Lillian  D. 
Wald,  who  originated  that  wonderful  nursing  service  so  long  ago  in 
the  Henry  Street  Settlement  and  who  first  conceived  the  idea  of  a 
Federal  Children’s  Bureau. 

We  have  with  us  in  physical  as  well  as  spiritual  presence  the  woman 
who  headed  the  first  special  bureau  of  child  hygiene  in  this  country 
and  who  gave  such  steadfast  service  through  the  years,  coming  down 
whenever  there  was  a congressional  committee  hearing  to  support 
Federal  action  for  maternal  and  child  health — Dr.  S.  Josephine  Baker. 

We  have  had  through  the  years  in  the  Children’s  Bureau  very 
rich  opportunities  for  counsel  and  help  in  so  many  ways  on  the  part 
of  the  most  distinguished  obstetricians  and  pediatricians  of  the 
country.  They  have  always  responded  most  willingly,  most  enthusi- 
astically, to  calls  for  committee  work  and  for  individual  conference, 
and  have  not  hesitated  to  suggest  things  that  in  their  opinion  would 
advance  the  welfare  of  mothers  and  children  even  though  they 
would  involve  a great  deal  of  work  for  them,  Avith  remuneration  only 
in  the  success  of  the  Avork.  Among  those  Ave  think  of,  who  are  not 
here,  are  Dr.  Lynch,  Dr.  Holmes,  and  Dr.  McCord,  who  for  so  many 
years  was  associated  Avith  the  Children’s  Bureau  and  single-handed 
carried  on  refresher  courses  for  rural  physicians  in  active  practice. 
Dr.  McCord  is  ill.  We  all  Avish  that  he  might  be  with  us  on  this 
occasion. 

We  have  with  us  the  one  who  first  conceived  the  idea  of  that 
maternal-mortality  study,  Avhich  we  are  still  quoting  and  which  has 
been  folloAved  by  other  studies  in  a number  of  places,  Avho  Avas  chair- 
man of  the  Bureau’s  committee  that  steered  us  through  that  study 
and  the  report,  and  who  is  still  actively  associated  with  us  on  our 
obstetric  advisory  committee — Dr.  Bobert  L.  DeNormandie  of 
Harvard. 

And  then  we  have  Dr.  Henry  F.  Helmholz,  of  the  Mayo  Clinic  and 
the  University  of  Minnesota,  who  is  chairman  of  the  Bureau’s  Advi- 
sory Committee  on  Maternal  and  Child-Health  Services,  and  has  done 
such  excellent  work  through  many  years  in  the  field  of  pediatrics  and 
child  health. 

We  have  Dr.  George  W.  Kosmak  in  the  audience,  I think,  who,  as 
editor  of  the  journal  devoted  to  better  obstetrics,  has  done  so  much 
in  that  work  and  in  an  adAusory  capacity  to  the  Children’s  Bureau 
to  advance  the  things  in  which  we  are  mutually  interested. 

I think  it  would  take  almost  the  entire  hall  to  accommodate  the 
people  in  this  room  who  should  be  on  the  platform — distinguished 
pioneers  and  workers  in  this  movement.  We  have  health  officers 
who,  for  many  years  before  the  Children’s  Bureau  got  actively  into 
the  program  and  throughout  the  period  of  the  Sheppard-Towner 
Act,  were  developing  the  work  in  the  States.  We  have  directors  of 
maternal  and  child  health  who  were  in  charge  of  the  development 
of  programs  under  the  Sheppard-Towner  Act,  and  so  many  of  you 
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who  are  utilizing  this  opportunity  of  giving  service  as  simply  one 
more  step  in  a long  life  of  dedication  to  the  welfare  of  maternity  and 
infancy;  but  I cannot  go  on  to  mention  names.  The  others  on  the 
platform  are  to  speak  to  you  later  in  the  morning,  so  I will  not 
introduce  them  at  this  time. 

It  now  gives  me  most  unusual  pleasure  to  introduce  the  next 
speaker,  a man  who,  when  in  charge  of  the  health  department  of  the 
State  of  Xew  York,  never  hesitated  to  take  a courageous  attitude,  a 
statesmanlike  attitude,  toward  the  problems  of  maternity  and  in- 
fancy; who  long  ago  enunciated  the  principle  that  care  of  mothers 
is  a public  responsibility  and  that  the  measure  of  eligibility  for 
public  care  should  not  be  merely  economic  need  on  the  level  of 
indigency  but  medical  need,  since  this  country  has  a vital  stake  in 
the  quality  and  vitality  of  the  motherhood  and  childhood  of  this 
country. 

As  Surgeon  General  of  the  United  States  Public  Health  Service,  he 
has  not  hesitated  to  lend  his  influence  in  every  way  that  he  could 
toward  the  achievement  of  our  common  goal,  and  his  advocacy  and 
service  in  the  campaign  against  s}^philis,  which  is  so  closely  related  to 
the  campaign  for  reducing  maternal  and  infant  mortality,  will  go 
down  in  history  as  one  of  the  most  dramatic  and  significant  events  in 
the  whole  history  of  public  health  in  this  country. 

As  Surgeon  General  he  has  in  every  way  indicated  his  conviction 
that  public  health  and  maternal  health  and  child  health  must  move 
forward  together,  and  that  we  should  go  forward  together  on  the 
Federal  level  and  the  State  and  the  local  level  in  working  comrade- 
ship for  the  achievement  of  common  objectives. 

The  Surgeon  General  of  the  United  States  Public  Health  Service. 


THE  NEED  TODAY 


Maternal  and  Child  Health  in  Relation  to  the  Health  of 

All  the  People 

By  Thomas  Paeran,  Jr.,  M.  D.,  Surgeon  General,  United  States  PuT)Ug 

Health  Service 

It  is  a great  honor  and  privilege  to  have  the  opportunity  of  par- 
ticipating in  this  historic  conference,  which  has  been  called  under 
the  sponsorship  of  our  able  colleague,  Katharine  Lenroot.  As  Miss 
Lenroot  has  said,  there  is  a very  intimate  interdependence  between 
measures  directed  specificall}^  toward  improving  maternal  and  child 
health  and  those  directed  specifically  toward  improving  the  general 
health.  There  is  a similar  interdependence  between  all  public-health 
measures  and  other  measures  designed  to  promote  social  welfare 
and  security. 

Although  this  conference  is  concerned  primarily  with  the  health 
of  mothers  and  children,  let  us  bear  in  mind  that  all  health  prob- 
lems are  family  problems  and  that  family  health  is  one  phase  of 
family  security.  In  the  mass,  family  security  means  social  security. 
Better  maternal  and  child  health  is  or  should  be  among  the  under- 
lying purposes  of  any  social-security  measures. 

Our ’specific  efforts  to  protect  the  health  of  mothers  and  children 
count  for  little  if  the  family  income  is  insufficient  to  supply  nourish- 
ing food  and  decent  housing,  if  the  mother’s  health  is  undermined 
by  unhealthful  sweatshop  conditions  or  by  long  hours.  Efforts  to 
improve  child  health  count  for  little  if  the  child  must  labor  in  a 
factory  with  no  opportunity  for  normal  recreation  and  development. 
Similarly,  community  protection  against  impure  milk  and  water, 
against  the  acute  communicable  diseases,  against  tuberculosis  and 
syphilis  and  other  preventable  diseases  that  shatter  the  family  well- 
being has  a direct  bearing  upon  child  health  on  the  one  hand  and 
upon  the  security  of  the  family  on  the  other. 

For  a long  time  this  relationship  between  poverty  and  disease 
has  been  known.  More  recently  through  the  national  health  in- 
ventory we  are  able  to  measure  this  relationship  in  exact  terms. 
From  these  records  it  is  clear  that  the  one-third  of  our  population 
ill-fed,  ill-housed,  ill-clothed,  also  is  ill-provided  with  the  oppor- 
tunity for  health  and  life.  Illness  among  persons  on  relief  is  68 
percent  higher  than  among  those  in  comfortable  circumstances.  The 
case  rate  of  chronic  illness  among  those  on  relief  is  87  percent  higher 
than  among  those  with  comfortable  incomes.  In  families  on  relief 
1 in  every  20  family  heads  is  unable  to  work  because  of  illness,  while 
among  those  in  comfortable  circumstances  only  1 in  250  is  similarly 
disabled. 
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Six  million  people  in  the  United  States  are  unable  to  Y-ork,  to 
attend  school,  or  to  pursue  their  usual  activities  on  an  average  day 
during  the  winter  months  on  account  of  illness,  injury,  or  because 
of  gross  physical  impairment  resulting  from  disease  or  accident. 
Two  and  one-half  million  of  these  are  disabled  because  of  chronic 
disease  and  permanent  impairments.  The  amount  of  medical  serv- 
ice varies  inversely  with  income.  Physicians’  services  per  case  of 
illness  are  approximately  50  percent  less  for  relief  families  than  for 
the  higher-income  group. 

By  doing  what  we  know  how  to  do  to  improve  the  health  of  this 
under^Drivileged  group,  we  have  the  best  opportunity  of  breaking 
the  vicious  circle  of  poverty,  ignorance,  and  disease.  Poverty  in- 
creases disease,  which  in  turn  engenders  fresh  poverty.  Until  the 
economists  have  given  us  knowledge  wherewith  to  produce  and 
distribute  a national  income  sufficient  to  provide  for  the  minimum 
needs  of  every  family,  we  can  at  least  provide  a more  equal  oppor- 
tunity for  health. 

Oidy  a feeble  start  has  been  made  toward  that  goal,  but  I would 
discuss  with  you  the  steps  that  seem  urgent  for  us  as  a nation  to 
take  in  that  direction. 

A start  was  made  in  the  evolution  of  a national  health  program 
when  the  Social  Security  Act  went  into  effect  2 years  ago.  Through 
grants-in-aid  to  States  for  maternal  and  child  health,  for  the  care 
of  crippled  children,  and  for  general  public -health  work  a real 
stimulus  was  given  to  improved  health  conditions  throughout  the 
country.  For  the  first  time  it  has  been  possible  to  appraise  the 
health  needs  of  the  several  States  and  communities.  The  amount 
of  Federal  aid  now  invested  annually  in  national  health  represents 
approximately  10  percent  of  the  total  cost.  The  actual  amount  of 
money,  less  than  $13,000,000,  is  small  in  comparison  with  what 
Govermnent  is  spending  for  the  end  results  of  health  neglect,  for 
the  results  of  imtreated  disease  that  load  our  pension  rolls.  For 
example,  pensions  and  care  for  the  syphilitic  blind  cost  $10,000,000 
a Year.  Institutional  care  of  those  made  insane  bv  svphilis  costs 
$3i,400,000. 

The  time  seems  opportune  to  expand  the  Federal  Goverimient’s 
participation  in  a broad  national  health  program  to  include  more 
effective  measures  for  the  protection  of  the  health  of  mothers  and 
children;  the  organization  throughout  the  Xation  of  comprehensive 
measures  to  cope  with  those  large  causes  of  disease  and  death  for 
which  science  has  given  us  weapons  of  unquestioned  power;  the 
provision  of  the  additional  hospitals,  sanatoria,  health  centers,  and 
other  physical  facilities  that  are  necessary  and  now  are  lacking  in 
many  areas;  and  better  medical  services  for  the  medically  indigent 
and  the  dependent  groups  of  the  population. 

Such  a health  program  for  the  prevention  of  disease  and  for  the 
better  care  of  individuals  unable  to  x^i’OYide  it  for  themselves  will 
bring  measurable  reductions  in  future  costs  of  dependency  and  dis- 
ability. TTithout  such  measures  children  will  need  support  because 
their  mothers  die  needlessly  in  childbirth.  F^nnecessary  deaths  from 
tuberculosis  will  create  additional  dependent  families.  Poorly 
treated  syphilitics  will  continue  to  fill  our  insane  asylums  and  load 
our  relief  rolls. 
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The  12,544  mothers  who  died  as  a result  of  conditions  directly  at- 
tributable to  pregnancy  and  childbirth  in  1935  do  not  represent  the 
whole  of  the  loss  from  childbearing.  In  the  past  it  seems  clear  that 
we  have  underestimated  the  size  and  scope  of  the  problems,  for  in 
1935  there  were  more  than  60,000  babies  who  died  within  2 weeks 
after  birth;  there  were  77,119  recorded  stillbirths.  In  other  words, 
there  occur  in  the  country  each  year  more  than  150,000  deaths  of 
mothers  and  babies,  60  percent  of  whom  are  needlessly  lost  because  of 
our  mismanagement  of  the  childbearing  function. 

Economically,  children  are  more  valuable  now  than  ever  before. 
The  birth  rate  per  1,000  of  the  population  continued  to  decline  from 
25.1  in  1915  to  an  estimated  16.9  in  1935.  This  decline  of  one-third 
in  the  birth  rate  means  that  1,046,000  fewer  living  babies  were  born 
in  1935  than  would  have  been  born  if  the  rate  had  remained  at  the 
1915  level. 

We  have  an  aging  population.  We  have  a population  that,  if 
present  and  past  trends  continue,  will  become  static  within  three  or 
four  decades.  Inevitably  our  gross  death  rate  will  increase.  This 
is  to  be  expected  and  is  not  so  much  a cause  of  concern  as  the  con- 
tinued and  unnecessarily  high  death  rates  in  early  life  from  pre- 
ventable causes. 

The  best  estimates  are  to  the  effect  that  one-half  of  the  120,000 
babies  who  died  in  1935  were  lost  unnecessarily.  At  least  one-half 
of  the  12.000  mothers  who  died  in  childbirth  could  have  been  saved. 

An  analysis  of  these  maternal  and  infant  deaths  shows  very  uneven 
rates.  In  Denver,  for  instance,  a study  has  shown  a death  rate 
among  babies  in  families  of  less  than  $500  annual  income  to  be  168 
per  1,000  live  births  as  compared  with  30  in  families  with  incomes  of 
more  than  $3,000. 

In  the  whole  country  deaths  from  childbirth  among  Negro  women 
in  1935  were  nearly  twice  as  high  as  among  white  women.  There 
were  9.5  deaths  of  Negro  mothers  per  1,000  live  births,  compared 
with  the  white  rate  of  5.3.  Negro  babies  died  at  the  rate  of  82  per 
1,000  live  births,  compared  with  the  white  rate  of  52.  Nor  has  the 
Negro  shared  in  the  health  advances  of  recent  years.  Since  1920 
Negro  males  between  20  and  50  years  of  age  have  suffered  a loss  in 
life  expectancy  of  10  percent.  Among  every  group  that  is  economi- 
cally underprivileged,  preventable  deaths  exceeded  those  among  the 
economically  privileged. 

For  example,  in  the  State  of  Michigan  no  prenatal  care  is  re- 
ceived in  4 of  every  10  pregnancies  among  families  on  relief,  but 
those  in  comfortable  circumstances  get  such  care  in  9 of  every  10* 
pregnancies.  Of  those  on  relief  only  26  percent  get  adequate  pre- 
natal care,  and  of  those  in  comfortable  circumstances  two-thirds  get 
adequate  care.  Yet  medical  care  in  Michigan  is  above  the  Nation’s 
average. 

Approximately  1,000,000  children  are  born  each  year  in  families 
on  relief  or  with  an  annual  income  of  less  than  $1,000.  Here  are 
found  the  highest  death  rates  of  mothers  and  of  infants,  here  the 
least,  and  the  least  good,  medical  care.  Tax  funds  should  provide 
the  medical,  nursing,  and  hospital  costs  of  childbearing  for  every 
woman  unable  to  provide  good  care  for  herself.  The  greatest  free- 
dom of  choice  of  physician  should  be  allowed  that  is  compatible 
with  obtaining  competent  service. 
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Sucli  aid  would  remove  an  immediate  and  grave  economic  barrier 
to  bringing  a child  into  the  world.  It  would  substitute  good  care 
under  strict  professional  standards  for  the  haphazard  and  crimi- 
nally poor  care  now  being  received  by  so  many  women.  Because 
they  may  not  have  paid  the  doctor’s  bill  for  a preceding  childbirth 
or  illness,  there  frequently  is  great  reluctance  on  the  part  of  under- 
privileged women  to  report  to  a physician  for  care  early  in  preg- 
nancy, especially  in  the  rural  districts  and  in  cities  in  which  pre- 
natal clinics  and  free  hospital  services  are  not  available.  Moreover, 
unless  they  are  entirely  destitute  and  desperate,  women  shrink  from 
going  to  the  welfare  officer  for  aid,  because  of  the  stigma  surround- 
ing an  application  for  public  relief.  I propose  that  public  aid  for 
the  medical,  hospital,  and  nursing  costs  of  childbearing  be  put  upon 
the  basis  of  the  medical  need  rather  than  measured  by  the  yardstick 
of  a pauper’s  oath. 

Health  supervision  during  infancy  and  childhood  is  needed  for 
this  same  group  of  the  population.  In  the  schools  the  training  of 
children  should  include  much  more  attention  than  we  now  give  to 
proper  nutrition,  to  full  physical  development,  to  the  correction  of 
defects,  and  to  training  in  correct  health  habits  and  attitudes. 

That  tuberculosis  is  a battle  half  won  should  spur  us  to  win  the 
remaining  half.  The  broad  average  of  56  deaths  per  100,000  of 
the  population  hides  rates  among  unskilled  workers  7 times  as  high  as 
among  the  professional  groups,  and  among  the  colored  in  the  young- 
adult  age  groups  nearly  10  times  the  white  rate.  Isolation  of  active 
cases  in  sanatoria  has  been  the  keystone  of  the  tuberculosis-control 
movement.  Yet  in  26  States  there  is  less  than  1 hospital  bed  per 
annual  death.  To  provide  for  the  whole  country  the  accepted  stand- 
ard of  2 beds  per  annual  death  would  require  an  additional  50,000 
beds  for  the  care  of  the  tuberculous.  To  do  the  case  finding,  to 
perform  skin  tests,  to  make  X-ray  tests  on  positive  reactors  and  on 
home  contacts,  and  to  utilize  collapse  therapy  more  widely  will 
require  the  mobilization  of  tuberculosis-control  forces  on  an  unprece- 
dented scale  in  whole  States  and  sections  of  the  country  in  which 
death  rates  now  are  high  and  little  or  no  action  is  being  directed 
against  them.  In  these  same  areas  one  finds  the  most  meager  finan- 
cial resources.  Substantial  Federal  participation  in  this  campaign 
is  the  opportunity  of  any  administration  sincerely  concerned  in  help- 
ing the  underprivileged.  By  a concerted  national  effort  against 
tuberculosis  there  is  reason  to  believe  that  this  disease  within  a gen- 
eration can  be  reduced  to  the  jiresent  negligible  proportions  of 
typhoid  fever. 

Syphilis  is  another  disease  as  serious  as  tuberculosis  and  even  more 
devastating  in  its  economic  and  social  effects.  Against  it  we  have 
cheaper  methods  of  case  finding,  surer  methods  of  arrest  and  cure, 
and  a method  of  chemical  quarantine  that  will  promptly  prevent 
spread.  Yet  the  battle  against  syphilis  has  just  started.  You  who 
are  concerned  primarily  with  the  health  of  mothers  and  children 
have  neglected  for  long  years  this  most  easily  preventable  cause  of 
stillbirths,  of  sickly,  deformed  infants,  of  broken  homes.  The  con- 
genital syphilis  with  which  60,000  babies,  are  born,  in  ,tjiis  country 
each  year  can  be  the  first  major  health  hazard  pf  t fie mqxt  gienei  atjoji> 
to  be  removed.  To  do  this  we  need  only  to  transfer  some  of  the  efidftJ 
and  cost  now  spent  in  the  care  of  late  results  of  syphilis  to  finding 
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early  cases,  sources  of  infection,  and  contacts,  and  to  providing  ade- 
quate treatment.  That  this  must  be  largely  a public  obligation  is 
shown  in  recent  data  collected  by  the  United  States  Public  Health 
Service.  About  one-half  of  the  cases  of  syphilis  now  are  treated 
in  clinics,  the  other  half  in  doctors’  offices.  Of  those  whom  the 
doctors  treat,  28  percent  have  an  annual  income  of  less  than  $1,500 — 
insufficient,  all  will  grant,  to  pay  for  subsistence  for  a family  plus 
a complete  cure.  Opportunity  for  cure  within  the  means  of  the  pa- 
tient is  a first  necessity. 

Control  of  syphilis  is  a national  problem.  A national  conference 
of  experts  last  year  recommended  a Federal  expenditure  of 
$25,000,000— -half  a battleship — a year,  which  in  my  opinion  would 
give  this  country  greater  security  than  the  same  amount  spent  for 
armaments.  Let  us  add  to  this  a law  in  every  State  requiring  free- 
dom from  infectious  syphilis  as  a precedent  to  the  issuance  of  a mar- 
riage license.  It  is  devoutly  to  be  hoped  also  that  you  obstetricians 
can  improve  obstetric  practice  in  this  country  to  make  a blood  test 
early  in  every  pregnancy  as  routine  as  the  putting  of  antiseptic 
drops  into  the  eyes  of  every  newborn  baby. 

Only  recently  and  in  a few  States  has  pneumonia  been  accepted 
as  a public-health  problem.  Taking  a toll  of  100,000  lives  each  year, 
this  disease  ranks  next  to  heart  disease  and  cancer  as  a cause  of 
death.  Many  of  these  deaths  represent  terminal  conditions  among 
the  aged.  How  many  are  due  to  the  pneumococcus  we  do  not  know. 
We  do  know  that  a large  proportion  of  the  pneumococcic  pneumonias 
are  caused  by  the  types  of  organisms  for  which  we  have  an  effective 
curative  serum.  We  do  know  that  the  death  rate  from  pneumonia 
is  three  and  one-half  times  as  high  among  unskilled  laborers  as  among 
professional  groups.  We  do  know  that  of  the  deaths  under  1 year 
of  age,  20  percent — -one  in  five — are  due  to  respiratory  infections, 
chiefly  the  pneumonias.  We  do  know  that  prompt  typing  and 
the  use  of  serum  for  appropriate  cases  will  cut  the  mortality  in  half. 
Yet  in  nearly  every  State  the  basic  laboratory  facilities  to  type  the 
disease  are  not  generally  available.  In  all  but  two  States,  curative 
sera  are  not  to  be  had  by  any  except  the  minority  of  patients  able 
to  pay  from  $50  to  $150  for  this  life-giving  remedy.  Of  every  two 
cases  treated  with  serum  one  life  can  be  saved.  Is  it  Avorth  the  cost  ? 
Here  again  public  provision  of  these  essentials  of  life  is  needed  on  a 
national  scale  if  w^e  are  to  reduce  the  toll  of  pneumonia  deaths. 

In  the  control  of  cancer  we  have  less  exact,  less  effective  tools. 
Yet  before  a committee  of  Congress  last  year  experts  testified  that 
if  all  cases  of  cancer  received  the  type  of  good  treatment  now  avail- 
able in  a few  cancer  institutes,  we  could  reduce  the  present  toll  by 
at  least  20,000  annually.  To  do  this  will  require  a national  effort. 
It  will  be  necessary  to  establish  treatment  centers,  to  train  expert 
staffs,  to  provide  radiation  therapy,  and  to  make  the  services  of  these 
centers  available  to  sufferers  unable  to  pay  for  the  expensive  care 
required. 

Persistent,  coordinated,  systematic  research  is  essential  to  future 
cancer  control.  Congress  has  recognized  this  by  establishing  a Na- 
tipnah  Cancer  Jnstitpte  under  my  direction,  with  an  annual  author- 
ized bh^dget  .of  $7bC’,00^0,.  to  a\icomplish  this  purpose  and  to  bring  the 
best  available  knowledge  to  the  help  of  the  present  cancer  victim. 
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TTays  and  means  of  accoinplisliing  these  purposes  are  now  being 
worked  out  with  the  help  of  the  best  scientific  minds  in  the  country. 

For  many  other  diseases,  such  as  malaria  and  pellagra,  we  have 
Imown  but  have  not  used  methods  of  prevention. 

For  others,  such  as  acute  rheumatic  fever,  influenza,  or  cancer, 
persistent  and  systematic  research  is  the  first  need  in  order  to  develop 
efl'ective  methods  of  control. 

In  this  discussion  of  our  major  national  health  problems  and  the 
ways  of  dealing  with  them,  you  will  recognize  an  underlying  theme : 
Good  treatment  and  early  treatment  mean  prevention  of  other  cases 
and  mean  prevention  of  death  or  serious  disability  for  the  patient. 
In  fact,  one  can  make  the  general  statement  that  prompt  restoration 
of  an  individual  to  health  is  an  essential  part  of  any  complete  re- 
gime of  prevention.  Wlienever  any  disease  is  so  widespread  in  the 
population,  so  serious  in  its  efi'ects,  so  costly  in  its  treatment  that  the 
individual  camiot  deal  with  it  unaided,  it  becomes  a public-health 
problem. 

Better  care  during  pregnancy  and  childbirth,  protection  of  the 
health  of  children,  good  nutrition  and  sound  physical  development 
in  youth,  protection  against  the  acute  communicable  diseases,  control 
of  tuberculosis,  syphilis,  pneumonia,  cancer,  and  other  catastrophic 
diseases — all  assume  an  importance  to  the  connnunity  as  a whole. 
The  taxpayer  now  has  a financial  stake  in  good  health  for  all.  He 
pays  for  its  neglect  in  pensions,  in  relief,  in  institutions  for  the  care 
of  the  end  results  of  unprevented  disease  and  untreated  illness,  and 
in  the  economic  wastes  of  early,  needless  death. 

I have  discussed  the  measures  needed  against  specific  diseases  and 
conditions  of  national  importance.  To  put  these  measures  into  effect 
we  need  a reorientation  of  our  public -health  macliinery.  lYe  need 
to  build,  upon  the  skeletal  forces  we  now  have,  health  organizations 
in  every  community  able  to  cope  with  these  new  and  larger  health 
problems.  T\"e  need  to  coordinate,  to  integrate,  the  facilities  now 
available — hospitals,  practicing  physicians,  dentists,  nurses,  social- 
welfare  agencies;  in  fact,  all  the  professions  and  agencies  directly 
concerned  with  good  health.  This  can  be  done  without  any  basic 
change  m our  present  system  of  medical  practice.  In  fact,  much  of 
the  public  effort  will  be  directed  toward  making  available  better 
tools  for  the  use  of  the  practicing  physician  as  a step  toward  pro- 
viding necessarv  facilities  for  health. 

Many  areas  at  present,  however,  are  lacking  in  the  basic  facilities 
requisite  to  good  health.  I have  referred  to  our  deficiency  of  hos- 
pital beds  for  tuberculous  patients.  May  I call  attention  also  to  the 
18,500,000  of  our  population  living  in  1.300  counties  in  which  there 
are  no  general — registered — hospital  facilities  whatever?  TTe  do  not 
need  a general  hospital  in  every  county,  but  even  the  minimum 
standard  of  2 beds  per  1.000  persons  indicates  a need  for  an  addi- 
tional 22,000  beds  in  rural  areas. 

Care  of  the  mentally  sick  is  still  on  a primitive  basis  in  many 
States.  Domiciliary  care,  little  medical  attention,  no  use  being  made 
of  newer  methods  of  treating  general  paresis  and  dementia  praecox. 
are  the  rule.  IVe  need  additional  beds  for  mental  patients,  but  more 
than  that  we  need  to  provide  a mental-hygiene  program  to  replace 
the  present  insane -asylum  attitude  in  the  care  of  the  liientally  sick. 


Xg  CONFERENCE  ON  BETTER  CARE  FOR  MOTHERS  AND  BABIES 

Such  a change  would  in  future  years  measurably  reduce  the  load 
that  now  burdens  all  of  us. 

Many  communities  lack  the  laboratory  aids  to  medical  practice 
that  modern  science  indicates  are  necessary  if  we  are  to  apply  present 
medical  knowledge  effectively  for  all  the  people.  Public  funds  are 
needed  to  provide  laboratory  services  not  now  available. 

Local  health  departments  typically  are  housed  in  the  basements 
of  city  halls  or  county  courthouses.  The  newer  concept  of  public 
health  can  be  more  easily  put  into  practice  through  such  physical 
facilities  as  health-center  buildings.  Frequently  these  can  be  com- 
bined with  small  community  hospitals.  Many  new  post  offices  have 
been  built.  With  Federal  aid  thousands  of  new  schools  have  been 
built.  Let  us  now  provide  needed  hospitals,  sanatoria,  mental  hos- 
j)itals,  and  health  centers. 

Having  provided  services  for  diseases  and  conditions  that  are  of 
particular  public-health  importance,  and  the  physical  facilities 
needed  for  efficient  health  work,  there  still  remains  the  lack  of  gen- 
eral medical  care  for  dependent  groups  of  the  population  and  for 
those  in  the  marginal  economic  groups.  The  evidence  is  clear  that 
they  now  get  inadequate  care.  Yet  since  the  time  of  Queen  Eliza- 
beth the  idea  has  been  written  into  the  laws  that  medical  care  of 
indigent  persons  is  a responsibility  .of  society  equal  to  the  responsi- 
bility of  providing  them  with  food,  shelter,  and  clothing.  This  idea 
still  lacks  application. 

We  have  seen  that  families  on  relief  have  a 50-percent  excess  of 
acute  illness  and  three  times  the  amount  of  chronic  illness  experi- 
enced by  those  in  the  comfortable  economic  group.  Others  in  the 
marginal  economic  groups  have  the  next  highest  rate,  and  many  of 
them  will  later  be  burdens  to  society  because  of  preventable  disease 
or  remedial  defects.  Many  of  these  illnesses  are  not  curable  with 
present  medical  knowledge,  yet  even  for  them  medical  care  is  a hu- 
mane measure  of  relief.  For  a large  proportion  medical  care  will  re- 
store the  patient’s  health  and  employability.  The  returns  in  reduced 
relief  loads  should  be  enough  to  pay  the  cost  of  the  whole  job  of 
giving  medical  care  to  the  dependent  groups  of  the  population. 
Again,  a fundamental  program  seems  needed  to  do  this  job — with 
the  cost  shared  by  Federal,  State,  and  local  budgets- — which  will  pro- 
vide general  medical  care  for  dependent  groups. 

Our  existing  structure  of  social  security  provides  old-age  assistance 
to  the  needy;  unemployment  compensation  and  old-age  benefits  to 
soften  the  impact  of  job  loss  and  to  prevent  destitution  in  old  age; 
aid  to  dependent  children  and  the  needy  blind ; and  the  beginnings  of 
a preventive  program  in  public  health,  maternal  and  child  health, 
and  services  for  crippled  children.  To  this  base  I propose  we  add 
a real,  Nation-wide,  result-getting  health  program,  which  would 
provide — 

(1)  For  all  citizens  the  community  measures  of  sanitation  and  disease 
prevention  that  are  necessary  if  any  of  us  are  to  be  safe. 

(2)  For  the  underprivileged  third  of  our  population  such  specific 
measures  of  prevention  and  treatment  as  good  maternal  care,  child- 
health  protection,  the  control  of  tuberculosis,  syphilis,  pneumonia,  cancer — 
conditions  that  are  too  important  to  the  Nation  as  a whole  for  us  to  permit 
continued  neglect. 
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(3)  For  areas  witliout  tEem,  the  physical  facilities  for  good  health,  such 
as  hospitals,  sanatoria,  and  health  centers,  without  which  no  national 
health  program  can  operate  effectively. 

(4)  For  those  on  relief,  and  dependent  upon  public  funds  for  the  other 
necessities  of  life,  a minimum  standard  of  general  medical,  dental,  nursing, 
and  hospital  care. 

In  my  opinion  tlie  major  cost  of  tliis  program  slioiild  be  borne  by 
local  and  State  funds,  with  Federal  assistance.  The  health  pro- 
gram should  be  under  local  operation,  adapted  to  the  needs  of  the 
connnunity,  with  State  supervision  and  Federal  guidance  and  aid, 
particularly  to  insure  minimum  standards  and  to  equalize  the 
financial  burden.  A program  such  as  this  costs  money,  large  sums 
as  compared  with  present  expenditures  for  health  but  small  as  com- 
pared with  the  cost  of  continued  neglect.  It  will  be  a wise  invest- 
ment of  i^ublic  funds.  It  will  pay  dividends  in  a more  fit  citizen- 
ship, a less  dependent  citizenship. 

Up  to  now  we  have  been  so  busy  bailing  out  the  boat  that  we  have 
neglected  to  calk  up  the  seams.  Let  us  x^ut  first  things  first  in 
national  x^lanning  for  a more  ^Dros^ierous  nation,  a more  healthful 
nation,  a sounder  national  economic  structure. 

A national  x>rogram  of  health  is  essential  to  any  national  xfian 
of  rehabilitation.  It  will  x^ay  dividends  in  dollars  no  less  than  in 
human  lives.  Savings  to  the  nation’s  economy  will  be  axix^arent 
immediatelv.  Savings  over  the  next  two  decades  will  easilv  amor- 
lize  every  dollar  sx^ent. 

Ma}"  tills  conference  draw  the  bluexirint  for  a comxirehensive 
program  uxion  which  we  can  build  a sound  structure  of  maternal 
and  child  health  and  integrate  it  with  the  whole  comxiosite  of  a 
national  health  x^i’ogi’am,  which  is  essential  for  health  security, 
for  economic  security,  for  the  security  of  our  democratic  institu- 
tions. 

As  doctors  we  have  been  too  closely  concerned  with  gross  xiathol- 
ogy,  too  little  concerned  with  x^ositive  health,  which  means 
much  more  than  freedom  from  obvious  disease.  Other  nations  are 
making  strenuous  efforts  to  x^roduce  a generation  fit  for  war.  Surely 
we  need  no  less  a generation  xihysically  fit  for  the  xifffsuits  of  x^eace. 

Tlie  Chaiemax.  The  audience  has  exx^ressed  for  me  my  gratitude 
for  that  stirring  challenge  and  message,  Dr.  Parran. 

I wish  to  make  two  or  three  announcements  as  to  the  x^lans  for 
conference  x^rocedure  before  we  x^roceed  to  the  consideration  of  the 
next  topic.  As  I indicated  in  my  oxiening  remarks,  this  is  a discus- 
sion conference.  The  conference  will  not  be  asked  to  vote  on  any 
matters  excexit  those  relating  to  the  organization  of  the  conference 
or  the  way  in  which  the  interest  exxiressed  in  the  conference  may 
find  exxiression  after  the  conference  adjourns. 

Four  committees  will  be  set  ux)  to  bring  to  a focus  the  material 
X:>resented.  The  rexiorts  of  the  committees  will  be  confined,  to  gen- 
eral material  within  the  scox3e  of  the  conference.  They  will  be 
presented  at  the  Tuesday-afternoon  session  for  your  information  and 
are  to  be  received  and  made  x^art  of  the  record  of  the  conference, 
so  that  the  material  of  greatest  imx^ortance  may  be  carried  back  in 
concise  form  by  the  delegates  to  their  organizations  for  consideration 
and  such  action  as  seems  to  the  organizations  to  be  indicated. 
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One  of  the  committees  will  be  the  committee  on  findings  of  the 
conference.  Material  presented  throughout  the  day  and  at  the  eve- 
ning forum  will  be  considered  by  the  committee  on  findings.  Any 
specific  suggestions  that  delegates  wish  to  bring  to  the  attention 
of  committees  must  be  presented  in  writing  today. 

The  report  of  the  committee  on  findings  will  not  be  referred  to 
as  the  findings  of  the  conference  but  as  the  report  of  the  committee 
on  findings. 

All  of  you  have  been  given  folders  with  a great  deal  of  material. 
We  do  not  expect  you  to  study  that  material  so  carefully  that  you 
could  pass  an  examination  on  it  before  the  conference  closes.  We 
have  given  it  to  you  so  that  you  may  take  it  home  and  study  it  at 
your  leisure  and  use  it  as  a basis  for  your  further  advice  to  your  own 
organizations. 

After  having  canvassed  the  general  problem  of  maternal  and  child 
health,  in  relation  to  the  health  of  all  the  people,  we  shall  proceed 
to  consideration  of  what  constitutes  good  care  for  mothers  and 
babies.  We  are  very  fortunate  in  having  as  the  speaker  to  present 
the  subject,  from  the  point  of  view  of  the  obstetrician,  a person  who 
probably  has  talked  obstetrics  to  more  students  than  any  other 
professor  of  obstetrics  now  in  active  service.  For  over  25  years  he 
has  been  professor  of  obstetrics  and  gynecology  at  the  University 
of  Minnesota  Medical  School—Dr.  Jennings  Litzenberg. 


What  Is  Good  Care  for  Mothers  and  Babies? 


By  Jexnixgs  Litzexbeeg,  M.  D.,  Professor  of  Obstetrics  and  Gynecology, 

University  of  Minnesota  Medical  School 

I will  now  give  von  a lecture  on  obstetrics.  My  subject  includes 
eveinlliino;.  In  a few  minutes  I am  to  tell  you  what  it  takes  2 years 
to  teach  my  students  inadequately.  However,  I intend  to  emphasize 
the  keynote  that  the  Surgeon  General  has  sounded.  If  I get  the 
gist  of  his  address,  it  is  that  we  today  possess  the  ways  and  means 
of  solving  the  problems  of  public  health  to  a very  great  degree. 
And  why  do  we  not  do  it  ? That  is  the  ke^mote  of  what  I shall  say 
about  maternal  care.  This  is  a talk  not  on  prenatal  care  alone  but 
also  on  maternal  care. 

If  we  would  apply  all  the  knowledge  that  we  have  of  combating 
maternal  moitalitv  and  infant  moitalitv  we  would  save  at  least  half 
the  deaths  which  occur.  Our  aim  in  maternal  care.  then,  is  the  solu- 
tion of  this  problem.  It  has  been  almost  solved  as  far  as  learning 
what  is  necessary  to  do  is  concerned.  T\"e  possess  enough  knowledge 
today — without  any  additional  scientific  knowledge,  which  undoubt- 
edly  will  and  must  come — ^to  prevent  half  or  more,  probably  60  t>er- 
cent  of  the  deaths. 

MTiat  are  the  reasons  for  this  conference  ? In  mv  short  talk  I 
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want  to  lay  them  before  you.  MTiat  are  our  problems?  Maternal 
deaths  and.  not  least  unport  ant.  the  falling  birth  rate,  stillbirths, 
prematurity,  and  neonatal  deaths,  particularly  the  deaths  in  the 
first  dav  or  the  first  month  or  even  the  first  year,  which  are  the 
responsibility  of  the  obstetricians.  The  medical  solution  is  evi- 
dent— simply  better  care  during  pregnancy,  during  the  delivery,  and 
during  the  most  neglected  period  of  all,  after  delivery. 

The  birth  rate  is  falling  so  rapidly  that  it  is  a challenge.  In 
1915,  when  the  birth-registration  area  was  established,  the  birth  rate 
was  25.1  per  1.000  population.  In  1925.  10  years  later,  it  was 
21.5.  In  1935,  it  was  16.9,  just  a fraction  of  a point  more  than  that 
necessary  to  maintain  our  present  population,  and  the  only  means  of 
populating  this  country  we  have  now  is  by  birth.  Inunigration  has 
practically  stopped.  The  significance  of  that  needs  no  further 
cormnent. 

Maternal  deaths  have  been  reduced  in  this  country  only  5 percent 
since  1915.  That  is  to  the  shame  of  the  medical  profession.  In- 
fant moitality  during  the  first  year  of  life  has  dropped  II  j^ercent. 
The  pediatricians  have  done  a better  job  than  we  obstetricians  have. 
They  have  got  the  support,  evidently,  of  the  general  medical  pro- 
fession in  carrying  out  better  care  of  babies,  and  that  is  what  this 
conference  is  for — to  see  if  we  camiot  increase  maternal  care  both 
in  quantity  and  in  quality. 
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Of  the  2,155,105  infants  born  in  1935,  36.9  percent  of  the  mothers 
were  under  the  care  of  a physician  in  a hospital.  Of  course,  a num- 
ber of  those  were  in  the  hospital  because  of  an  emergency.  There- 
fore, that  figure  needs  modification.  And  50.6  percent  of  the  births 
were  under  the  care  of  a physician  but  not  in  a hospital.  In  other 
words,  87.5  percent  of  the  women  had  a physician  at  some  time 
during  their  pregnancy,  and  still  the  maternal  death  rate  has  de- 
creased only  5 percent.  Not  a record  to  be  proud  of,  particularly 
when  we  know  that  the  death  rate  from  sepsis  was  approximately 
the  same  at  the  end  of  the  period  1915-35  as  at  the  beginning,  that 
infection  following  abortion  had  increased,  and  that  deaths  from 
hemorrhages  at  childbirth  were  practically  the  same.  The  only  en- 
couragement we  get  out  of  this  is  the  reduction  in  the  toxemias — the 
poisons  of  pregnancy — and  in  eclampsia. 

The  problem  is,  for  these  reasons,  most  urgent.  The  death  rate 
becomes  an  economic  and  a national  problem  because  this  Nation 
must  rely  upon  the  babies  for  all  its  citizens.  Therefore,  it  is  our 
duty  as  obstetricians  to  preserve  every  pregnancy  that  occurs.  If 
we  ignore  the  sentimental  reason  of  our  love  of  babies,  the  necessity 
of  babies  in  the  familv,  and  the  belief  that  “a  home  without  children 
is  no  home  at  all,  but  look  at  it  entirely  from  the  material  stand- 
point, the  economic  reason  for  saving  those  babies  is  urgent.  If 
they  do  not  reach  maturity,  they  will  not  provide  the  necessary 
buyers  and  producers  of  the  Nation. 

This  talk  of  mine  includes  not  only  prenatal  care,  but  also 
care  at  delivery  and  care  after  delivery.  I shall  illustrate  cer- 
tain phases  very  briefly.  We  must  look  at  some  of  the  sad 
issues,  such  as  the  35,000  children  a year  who  are  left  motherless  by 
the  unnecessary  deaths  of  mothers. 

When  should  prenatal  care  begin  ? Before  marriage.  Every 
young  woman  contemplating  marriage  should  be  examined  by  her 
physician  to  find  out  her  capabilities  for  the  purpose  of  childbear- 
ing. If  that  is  not  done,  then  as  soon  as  she  is  married  and  con- 
templates having  children,  she  should  have  that  examination  before 
she  becomes  pregnant,  so  that  her  physician  may  have  the  proper 
background  of  knowledge  of  her  condition.  There  are  not  many, 
but  there  are  in  the  practice  of  every  doctor  some  women  who  should 
never  conceive,  who  should  never  marry  because  of  their  physical 
incapability  either  to  carry  or  to  bear  children. 

Prenatal  care  must  begin  at  once.  The  idea  of  having  it  begin  at 
the  third  month,  the  fourth  month,  or  the  fifth  month  is  all  wrong. 
As  soon  as  the  woman  suspects — -even  before  she  knows — that  she  is 
pregnant  she  should  consult  her  physician,  and  here  is  the  statistical 
reason:  Twenty-five  percent  of  spontaneous  abortions  occur  before 
the  third  month.  One  of  the  objects  of  prenatal  care  is  to  prevent 
abortion  and  to  prevent  prematurity.  Abortion  means  the  loss  of  a 
prospective  citizen.  The  premature  baby  means  the  probable  loss  of 
a prospective  citizen.  So  the  prevention  of  abortion  and  of  pre- 
mature birth  is  one  of  the  functions  of  prenatal  care. 

Very  few  women  report  to  physicians  before  the  thirds  month. 
Too  many  of  them  await  the  fifth  month  and  too  many  things  can 
happen  before  that  time  for  that  idea  to  be  encouraged. 

WTiat  is  good  prenatal  care  of  mothers?  Statistics,  of  course,  are 
impossible  for  this  purpose.  However,  I want  you  to  believe  that 
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all  the  statements  I make  have  the  support  of  figures  from  the  Census 
Bureau  and  from  35  years  of  personal  experience — 25  years  of  that 
time  spent  in  teaching  the  young  medical  man  how  to  shoot,  yet 
some  of  them  still  are  not  shooting  very  straight  so  far  as  maternal 
mortality  is  concerned. 

Computed  on  the  number  of  deaths  of  mothers  actually  attribut- 
able to  causes  connected  with  childbirth — that  is,  about  13,000  a 
year — 4 mothers  have  died  since  we  opened  this  conference  this 
morning;  1 dies  every  36  minutes;  40  die  a day.  And  when  one 
contemplates  the  possibilities  of  saving  those  mothers,  he  must  feel 
the  importance  of  the  subject  we  are  discussing. 

There  are  each  year  15,000  deaths  of  mothers  from  causes  asso- 
ciated with  childbirth — 14,296  in  1935,  to  be  exact;  there  are  many 
more,  not  reported  as  such,  as  we  know  from  studying  some  of  the 
local  reports.  These  deaths  are  not  the  only  consequence.  There 
are  77,119  babies  still-born — 77,000  citizens,  many  of  them  unneces- 
sarily lost.  Seventy  thousand  babies  died  in  the  first  month  of  life, 
most  of  those  because  of  obstetric  conditions,  and  I am  sorry  to 
confess  that  many  of  them  died  because  of  errors  of  omission  and 
commission  by  the  physician. 

I have  just  one  slide  that  I want  to  show  because  it  is  a slide  of 
the  graph  that  shows  very  clearly  what  happens  to  women  who  are 
pregnant.  It  shows  why  women  die  and  what  they  die  of.  This 
is  a circle  representing  100  percent  [shoAving  slide].  You  Avill  see 
that  the  heaA^y  line  segment  represents  more  than  two-fifths — 41 
percent — of  the  women  who  die.  They  die  from  puerperal  sepsis; 
they  die  from  infections.  We  haA-e  to  get  a little  ahead  of  our 
point  here.  Infections  occur  chiefly  at  the  time  of  deliA^ery  because 
the  care  has  not  been  aseptic;  if  I were  in  an  entirely  lay  audience 
I would  say  because  the  care  at  delAery  has  been  dirty. 

Part  of  the  deaths  are  due  to  infections  that  occur  during  abor- 
tion. Twenty-four  percent  of  the  deaths  of  mothers  are  due  to  infec- 
tion from  causes  other  than  abortion,  and  another  17.3  percent  are 
due  to  infections  of  abortion.  Of  course,  many  of  those  abortions 
are  induced — all  too  many  of  them  criminally  induced. 

Therefore  41  percent  of  all  the  deaths  of  mothers  are  due  to  infec- 
lion,  a preventable  condition  in  a large  proportion  of  cases.  It 
is  not  an  exaggeration  to  say  that  this  high  percentage  of  41  percent 
would  be  somewhat  reduced  simply  by  clean  delivery.  Those  of 
us  who  are  connected  with  teaching  hospitals  know  that  this  is  true, 
because  we  rarely  liaA^e  infections  in  women  whose  entire  care  has 
been  in  these  carefully  guarded  institutions. 

The  total  number  of  deaths  of  mothers  and  babies  from  causes 
associated  with  childbirth  is  nearly  150,000 — to  be  exact,  147,677. 
Such  a condition  is  appalling,  but  it  can  be  altered  by  the  proper 
care.  It  simply  means  being  careful.  To  be  specific,  a woman 
should  engage  a physician  as  soon  as  she  suspects  she  is  pregnant. 
The  physician  then  should  keep  a complete  record  of  what  he  finds. 
The  things  that  he  should  look  into  and  determine  are  the  things 
that  he  can  find  by  general  physical  examination,  and  that  does  not 
mean  simply  a cursory  examination  but  a careful  examination,  as,  for 
instance,  of  the  heart.  A carefully  recorded  history  also  is.  necessary, 
because  some  of  these  young  women  have  had  severe  infectious 
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diseases  in  childhood,  like  scarlet  fever,  which  may  leave  them  with 
a damaged  heart,  sometimes  unsuspected. 

Of  course  the  first  duty  of  the  physician  is  to  determine — and  it 
is  the  first  thing  that  the  woman  wants  to  know  when  she  becomes 
pregnant — is  the  patient  fit  to  go  through  the  pregnancy?  Does 
she  start  out  with  a good  body  to  withstand  all  the  things  that  may 
happen  to  her?  It  is  too  bad  for  a woman  to  start  out,  as  they 
would  say  at  the  ball  park,  with  two  strikes  on  her.  So  it  is  the 
physician’s  duty  to  find  out,  by  an  examination  of  the  heart  and 
the  lungs,  what  her  condition  is.  The  examination  of  the  lungs 
must  be  carefully  done,  too.  That  is  not  a cursory  examination, 
either.  She  may  have  some  lung  condition;  of  course  the  most 
prominent  illustration  would  be  tuberculosis. 

Whether  her  pelvis  is  capable  of  allowing  the  baby  to  pass  through 
must  be  determined  by  measurement.  It  is  astounding  how  many 
women  go  through  their  labors  without  measurement  of  the  pelvis. 
This  is  very  important.  An  ounce  of  prevention  is  worth  more 
than  a pound  of  cure.  If  we  know  the  capacity  of  the  pelvis,  we 
shall  have  reduced  the  number  of  cases  of  hard  labor — dystocia,  as 
we  call  it  technically— -by  a very  great  deal. 

When  a woman  who  is  already  in  labor  comes  into  our  University 
of  Minnesota  hospital  and  I find  that  she  has  a contracted  pelvis 
and  has  not  had  pelvic  examinations,  I feel  terribly  chagrined  that 
my  profession  has  allowed  the  woman  to  go  to  this  time  without 
having  had  her  pelvis  measured  to  find  its  capabilities.  It  may  not 
be  the  physician’s  fault.  In  the  majority  of  cases  it  is  the  patient’s 
fault  because  she  has  not  sought  medical  advice. 

The  other  thing  that  everybody  knows  is  that  the  urine  should  be 
examined.  What  is  the  significance  of  an  examination  of  the  urine  ? 
The  patient  may  have  albuminuria — albumin  in  the  urine.  This 
is  a sign  that  she  probably  has  a toxemia.  Slie  may  go  on  to  the 
point  of  having  convulsions.  Now,  21.7  percent  of  all  the  deaths  are 
due  to  albuminuria  and  other  types  of  toxemia.  I am  not  giving  you 
that  for  statistical  reasons  but  to  put  the  picture  before  you—that 
the  way  to  save  lives  of  women  with  toxemia  is  by  early  detection. 
An  examination  of  the  urine  is  necessary  in  order  to  detect  the 
presence  of  albuminuria. 

Blood  pressure  is  an  even  more  significant  sign  of  toxemia,  and 
the  blood  pressure  of  every  pregnant  woman  must  be  taken  every 
time  she  comes  to  the  office.  She  must  be  weighed  each  time.  These 
three  things — taking  the  woman’s  weight,  examining  her  urine,  and 
taking  her  blood  pressure — will  almost  certainly  detect  a beginning 
toxemia,  and  if  they  are  not  done  the  woman  is  being  neglected. 
You  can  see  by  these  figures  that  almost  22  percent  of  the  deaths 
are  due  to  toxemia,  and  toxemia  can  be  prevented. 

Of  course  prenatal  care  includes  other  things  about  which  I shall 
not  talk  today— -diet,  clothing,  physical  surroundings,  home  condi- 
tions, which  are  quite  important  but  which  we  cannot  discuss  at  this 
time.  A complete  examination  of  every  kind  should  be  made,  in- 
cluding, of  course,  the  pelvic  examination  and  the  examination  of 
the  uterus. 

The  pregnant  woman  should  see  the  doctor  every  month — that  is 
the  minimum — and  oftener  if  any  abnormalities  arise,  during  the 
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first  6 months.  After  6 months  she  should  see  her  physician  every 
2 weeks,  because  toxemias,  for  example,  are  more  apt  to  develop 
during  the  latter  months  of  pregnancy.  As  the  time  approaches  for 
delivery  she  should  see  the  physician  oftener  and  during  the  last 
month  or  6 weeks,  she  should  see  her  physician  every  week. 

With  this  care  most  of  the  cases  of  toxemia  will  be  detected. 
Deaths  from  toxemia,  when  it  is  detected  early  and  properly  treated, 
are  very  greatly  reduced  in  number. 

At  each  subsequent  visit  it  is  not  necessary  to  repeat  the  entire 
physical  examination,  but  the  physician  should  find  out  the  patient’s 
general  health;  always  ask  her  about  the  quantity  of  urine  she  is 
passing,  because  that  is  a prominent  symptom  that  might  signify 
toxemia;  and  ask  whether  she  has  had  any  bleeding  or  any- head- 
ache. Every  woman  should  be  instructed  to  report  certain  things  to 
the  physician  if  they  occur,  particularly  headaches,  which  may  be 
a sign  of  the  toxemia  that  we  are  talking  about ; or  bleeding,  which 
may  be  a sign  of  grave  complication,  like  placenta  previa;  and  any 
edema,  or  swelling,  of  the  ankles,  hands,  or  face. 

Personally,  I think  that  the  final  examination  before  delivery  is 
one  of  the  most  important  examinations  that  can  be  made,  because  at 
that  time  we  can  remeasure  our  patient,  be  sure  that  her  pelvis  is 
all  right,  determine  the  position  and  presentation  of  the  baby  at 
that  time,  and  check  all  the  previous  examinations.  The  first  exam- 
ination and  the  last  examination  are  very  important.  If  the  woman 
comes  in  just  before  her  delivery,  as  she  will  when  she  comes  every 
week,  frequent  vaginal  examinations  during  delivery  will  be  avoided. 
In  this  day  and  age  most  women  can  be  delivered,  especially  if  they 
see  the  doctor  as  I have  advised  just  before  the  deliver}^  if  only  a 
rectal  examination  is  made  during  delivery.  In  that  way  infections 
can  be  avoided  or  at  least  very  greatly  minimized.  I have  no  objec- 
tion to  one  very  careful  vaginal  examination,  but  repeated  vaginal 
examinations  lead  to  sepsis. 

The  toxemias,  eclampsia,  and  certain  other  diseases  of  pregnancy 
cannot  be  entirely  prevented,  but  they  can  be  detected  early.  That 
is  the  important  thing  because,  if  they  are  detected  early,  they  can 
be  treated,  and  they  usually  respond  promptly  to  treatment.  If  they 
do  not  respond  promptly  to  treatment  then  the  physician  can  go  on 
and  institute  the  treatment  that  may  be  necessary,  sometimes  induc- 
ing an  earlier  delivery.  A vast  majority  of  these  women  can  be 
helped,  and  the  emptying  of  the  uterus  is  not  always  necessary. 

Coming  to  the  question  of  abortions — I should  have  liked  to  spend 
all  my  time  talking  about  abortions.  You  can  see  by  these  figures  the 
very  great  dangers  of  abortions,  even  when  the  women  are  not  in- 
fected. SeA^enteen  percent  of  all  maternal  deaths  are  due  to  in- 
fected abortions.  Looking  at  the  lighter  lines  on  the  left  of  the 
heavy  lines  in  the  chart,  you  see  that  nearly  5 percent  of  the  deaths 
are  due  to  nonseptic  abortions,  so  that  no  abortion,  even  a spon- 
taneous one  or  a therapeutic  abortion  induced  by  a capable  physician, 
is  without  its  dangers.  Most  women  belieA^e  a therapeutic  abortion 
is  not  dangerous  unless  they  are  in  the  third  or  fourth  month  of 
pregnancy.  They  usually  say  there  is  no  life  in  the  fetus.  Of 
course  there  is  life  from  the  very  beginning  of  pregnancy,  and  these 
nonseptic  abortions  cause  5 percent  of  the  maternal  deaths. 
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Puerperal  hemorrhage  accounts  for  11  percent  of  the  maternal 
deaths. 

There  is  one  other  thing  that  I wish  to  emphasize.  It  has  been 
found  in  the  New  York  survey,  which  has  already  been  talked  about, 
that  66  percent  of  the  deaths  in  that  city  were  unnecessary.  Ac- 
cording to  other  studies,  the  percentage  of  preventable  maternal 
deaths  was  57  in  Philadelphia  and  68  in  the  Pacific-coast  cities. 
This  is  the  conclusion  reached  after  analysis  of  each  case.  There- 
fore we  can  safely  say  that  60  percent  of  all  the  women  who  die  in 
childbirth  could  be  saved.  Nearly  9,000  of  these  14,000  women  died 
unnecessarily. 

I have  said  nothing  about  delivery  care.  What  is  necessary  dur- 
ing delivery  care?  I will  just  mention  exact  diagnosis  of  position 
and  presentation,  for  example,  so  that  we  may  know  what  procedures 
to  follow,  skill,  judgment,  patience,  very  careful  watching  of  the 
progress  of  delivery,  and  interference  only  when  necessary. 

In  postpartum  care  I want  to  emphasize  only  one  point;  that  care 
after  delivery  does  not  cease  at  the  end  of  2 weeks.  If  a woman  has 
had  any  complication  of  infection,  or  toxemia  during  pregnancy,  she 
must  be  watched  for  weeks,  months,  and  even  years,  because  she  must 
be  watched  until  she  has  returned  to  complete  health. 

It  is  said  that  the  measure  of  any  civilization  is  its  treatment  of 
women.  By  this  token  we  may  be  very  proud  of  our  social  treatment 
of  our  women.  They  receive  equally  good  education  or  at  least  they 
have  the  opportunities  for  a good  education;  politically  they  are 
equal;  but  of  their  care  during  their  important  function  of  mother- 
hood we  must  hang  our  heads  in  shame. 

The  Chairman.  Thank  you.  Dr.  Litzenberg.  This  presentation 
has  been  invaluable  to  us  as  a basis  for  our  considerations. 

I take  great  pleasure  now  in  presenting  to  you,  to  discuss  the  sub- 
ject from  the  point  of  view  of  what  constitutes  good  care  of  the  new- 
born baby,  an  outstanding  leader  in  undergraduate  and  graduate 
pediatric  education.  Dr.  Horton  Casparis,  of  Vanderbilt  University. 
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By  Hoetox  Caspaeis,  M.  D.,  Professor  of  Pediatrics,  Vandertjilt  Universiti/ 

School  of  Medicine 

Since  in  the  previous  discussions  we  have  had  outlined  for  us  very 
clearly  the  problem  of  better  medical  care,  and  have  had  pointed  out 
some  of  the  needs  and  some  of  the  lines  of  attaciv,  it  might  seem 
unnecessary  to  discuss  the  matter  further.  Ho^vever,  I feel  that  we 
should  keep  in  mind  always  that  any  broad  health  program  is  good 
only  if  its  provisions  fit  the  individual.  In  other  words,  any  pro- 
gram must  apply  to  and  satisfy  the  needs  of  the  individual  if  it  is 
to  be  applicable  to  the  whole  population,  since  the  population  is  made 
up  of  individuals.  Therefore,  it  seems  worth  while  to  go  into  some 
detail  regarding  what  might  be  considered  good  care  for  newborn 
babies. 

As  we  attempt  to  outline  some  of  the  principles  and  methods  which 
constitute  good  care  for  newborn  babies,  let  us  keep  clearly  in  mind 
the  fact  that  we  are  concerned  with  human  beings  during  their  most 
helpless,  most  sensitive,  and  therefore  most  vulnerable  period  of 
existence  as  separate  individuals.  Hence,  it  should  be  quite  evident 
that  during  this  early  period  care  should  in  no  sense  be  casual,  but 
on  the  contrary,  should  be  intimate,  quickly  available,  and  carefully 
administered  by  adequately  trained  persons. 

Since  the  character  of  the  immediate  needs  of  the  individual  new- 
born baby  depends  largely  upon  the  circumstances  surrounding  his 
previous  months  of  existence,  and  upon  the  circumstances  surround- 
ing his  birth,  it  should  also  be  quite  evident  that  there  should  be  the 
closest  sort  of  cooperation  between  pediatrician  and  obstetrician. 
In  other  words,  if  the  child  is  quite  healthy  at  birth  then  one  may 
anticipate  little  or  no  serious  trouble  if  available  knowledge  con- 
cerning his  care  is  applied.  On  the  other  hand,  if  he  is  handicapped 
at  birth  by  previous  poor  health  of  his  mother,  by  being  born  pre- 
maturely, by  failing  to  breathe  spontaneously,  and  so  forth,  then  the 
best  care  can  be  instituted  only  through  knowing  the  probable  causes 
or  background  responsible  for  his  handicaps.  For  example,  if  he 
did  not  breathe  spontaneously  at  birth,  was  labor  prolonged  or 
difficult  ? Is  it  possible  he  received  some  injury  during  birth,  or  is 
it  possible  that  the  amount  of  sedation  administered  to  the  mother 
liad  affected  the  child?  There  might  be  other  causes  for  his  failing 
to  breathe  spontaneously,  but  answers  to  such  questions  as  these  often 
point  directly  toward  more  intelligent  care. 

Since  the  care  of  the  child  during  the  months  before  he  is  born 
and  during  birth  itself  is  a part  of  maternal  care  and  has  been 
covered  in  the  previous  discussion,  I shall  go  no  further  than  to  say 
that  there  is  no  one  who  is  more  interested  m or  who  will  'be  more 
elated  over  the  wider  extension  of  good  conservative  prenatal  and 
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delivery  care  than  the  pediatrician,  for  the  great  majority  of  the 
serious  difficulties  he  meets  in  his  care  of  the  newborn  baby  are  con- 
cerned with  those  handicapped  in  some  way  before  or  during  birth. 
Likewise,  there  is  no  one  more  profoundly  aware  than  he  is  of  the 
importance  of  a child’s  being  born  in  a healthy  condition  for  the  sake 
of  its  immediate  and  future  welfare. 

However,  regardless  of  the  condition  of  the  child  at  birth  there 
are  certain  essential  factors  that  must  be  considered  in  the  care  of 
all  of  them.  While  it  is  extremely  important  to  examine  the  child 
carefully  as  soon  as  possible  after  birth,  to  ascertain  his  condition 
and  what  his  individual  needs  are,  even  before  that  examination  and 
immediately  after  birth  every  effort  should  be  made  to  maintain  his 
normal  temperature.  It  must  be  remembered  that  he  has  been  living 
in  an  environment  with  a temperature  approximately  98.6°  F.  before 
he  is  born,  so  after  birth  he  must  be  adjusted  to  the  outside  environ- 
ment gradually  just  as  we  are  careful  about  exposure  after  getting 
out  of  a hot  bath.  And  a temperature  of  98.6°  F.  is  hot.  Whether 
he  is  born  in  a hospital  or  in  the  home  such  provision  for  his  recep- 
tion can  and  must  be  made  before  he  is  born.  Failing  to  maintain 
the  body  temperature  of  the  small,  highly  unstable,  prematurely  born 
infant  is  often  responsible  directly  or  indirectly  for  his  failing  to 
survive. 

In  our  hospital  we  have  a small  box-like  bed  with  electric  bulbs 
(for  heating)  inside  and  a glass-containing  hinged  lid  with  a visible 
attached  thermometer  inside,  so  that  the  baby  and  the  temperature 
of  his  environment  can  be  observed,  and  even  most  routine  care  can 
be  administered  without  necessarily  exposing  him  to  the  outside 
temperature.  This  box  has  handles  and  can  easily  be  carried  from 
one  room  to  another  or  from  one  home  to  another,  and  if  electricity 
is  available  it  can  be  readily  warmed  to  the  proper  temperatures 
and  be  available  for  his  reception  when  he  is  born.  Where  electricity 
is  not  available  the  same  box  bed  can  be  warmed  with  hot-water 
bottles,  hot  bricks,  or  hot  flatirons.  Where  no  such  apparatus  is 
available  blankets  or  quilts  should  be  heated  similarly  in  preparation 
for  the  reception  of  the  child. 

Since  this  box  bed  is  so  easily  transported  and  since  the  average 
child  needs  it  only  for  a few  hours  after  birth,  during  the  time  he 
is  being  adjusted  to  room  temperature,  it  could  be  used  over  and  over 
again  at  very  little  expense.  It  could  be  made  easily  and  cheaply 
by  almost  any  carpenter.  We  have  found  this  apparatus  extremely 
valuable  in  the  care  of  the  premature  infant,  for  often  it  is  necessary 
over  a period  of  weeks,  especially  during  the  wintertime,  to  help  him 
maintain  his  body  temperature.  With  such  provision  one  avoids 
bundling  him  up  with  a large  amount  of  clothes  or  heavy  covers 
which  hamper  his  activity  and  care.  Of  course  a variety  of  methods 
may  be  employed  to  help  maintain  his  normal  body  temperature. 
The  above  method  has  been  mentioned  in  some  detail  merely  to  em- 
phasize the  point  that  this  basic  need  of  the  newborn  baby  should 
not  be  overlooked.  Especially  in  the  case  of  the  small  prematurely 
born  infant,  neglect  of  this  precaution  often  results  quickly  in 
disaster. 

Having  discussed  the  maintenance  of  normal  body  temperature, 
we  may  now  proceed  to  the  important  matter  of  protecting  the  baby 
from  infection.  The  first  step  of  course  concerns  protecting  his 
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eyes  from  possible  contaminating  infection  during  birth.  There 
should  be  no  exception  m the  use  of  silver  nitrate  or  shnilar  prepara- 
tions for  this  purpose.  Every  precaution  should  be  taken  to  pre- 
vent hifection  of  the  cord  from  the  time  of  cutthig  until  healing 
has  occurred.  Infection  of  the  skin  should  be  carefully  guarded 
agamst  by  havhig  clothing,  batliuig  materials,  and  other  materials 
comhig  hi  contact  with  his  sensitive,  easily  hifected  skhi  kept  as 
clean  as  possible.  This  means  that  those  who  care  for  the  newborn 
babv  should  have  clean  hands.  Infection  of  the  respiratorv  tract 
at  this  young  age  is  very  dangerous  and  anyone  havuig  a cold,  sore 
throat,  or  other  res]iiratory  hifection  should  not  come  hi  contact 
with  the  baby.  Kissing  should  be  avoided,  and  older  children 
should  be  kept  away  from  hhn  since  any  indiscretion  on  their  part 
might  result  in  dangerous  hifection.  All  nipples  and  bottles  con- 
tahihig  water  or  artificial  food  for  his  consumption  should  be  care- 
fullv  sterilized.  In  fact,  anvthhig  hitroduced  hito  his  mouth  should 
be  sterile.  Prematurely  born  babies  are  particularly  susceptible  to 
these  various  hifections  and  often  caimot  survive  what  commonly 
would  be  thought  of  as  a very  simple  hifection. 

The  tlhrd  important  pohit  concernhig  the  care  of  the  newborn 
baby  has  to  do  with  his  nutrition  and  fluid  requirements.  During 
the  first  2 or  3 days,  or  until  he  begins  to  get  an  adequate  amoiuit  of 
milk,  it  is  just  as  necessary  to  see  that  he  gets  sufficient  fluids  as  it 
is  that  a sufficient  amoimt  of  v*ater  be  mahitahied  hi  the  radiator 
of  an  automobile.  As  to  his  actual  feeding,  everv  effort  should  be 
made  to  have  the  mother  nurse  him.  ITe  begin  regular  nursing  at 
some  thiie  within  the  first  12  hours  after  the  child  is  born  even 
though  he  gets  very  little  food  from  the  mother  durhig  the  first  2 
to  I da  vs.  Regularitv  in  his  feeding  and  other  routhie  functions 
starts  Ihm  on  the  road  to  good-habit  formation. 

If  for  any  reason  the  mother's  milk  supply  is  hiadequate,  then  it 
is  quite  important  that  the  child  get  enough  to  eat  of  a clean,  whole- 
some, artificial  food  which  axiproaches  in  composition  mother's  milk 
as  nearly  as  possible.  TTliether  the  child  is  breast  fed  or  artificially 
fed,  it  is  our  policy  to  begin  diumig  the  first  week  or  two  the  addi- 
tion to  his  diet  of  the  essential  food  factors  or  vitamins.  These 
include  orange  juice  and  cod-liver  oil  or  satisfactory  substitutes  for 
them.  The  addition  of  iron  and  vitamin  B is  often  hidicated  for 
the  premature  infant  especially. 

Remember  that  the  baby  now  must  begui  to  depend  on  his  own 
nutrition  to  continue  proper  growth  and  development.  This  will  be 
almost  his  whole  function  for  a wliile.  It  is  therefore  essential  that 
sane  and  careful  attention  be  given  to  this  important  need.  Xeg- 
lect  or  carelessness  durmg  this  very  sensitive  period  might  cause 
irreparable  damage  and  often,  in  the  case  of  the  y»rematurely  born 
baby,  results  in  liis  failure  to  surffive. 

Of  course  there  are  other  salient  pohits  that  must  be  taken  into 
consideration  in  the  care  of  the  newborn  hifant,  such  as  quiet,  fresh 
air,  healthy  surroundhigs,  and  so  forth,  but  tune  does  not  permit  the 
detailed  discussion  of  these  and  of  others  not  mentioned.  One  can- 
not pass  on,  however,  without  mentioning  and  emphasizing  the 
importance  of  beghming  at  birth  the  supervision  and  jiroihotion  of 
healthy  behavior — mental  health. 
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Having  discussed  some  of  the  aspects  of  what  might  be  considered 
good  care  for  newborn  babies,  I would  like  to  emphasize  one  im- 
portant fact  in  this  connection.  That  is,  that,  although  we  still  have 
much  to  learn,  most  of  our  broad  major  troubles  today  arise  from 
lack  of  widespread  application  of  available  knowledge  rather  than 
from  lack  of  knowledge  itself. 

In  order  to  secure  wide  and  effective  application  of  available 
knowledge,  there  are  two  essentials.  In  the  first  place,  it  will  be 
necessary  to  secure  a better  and  wider  distribution  of  adequately 
trained  nurses  and  doctors  to  give  this  care.  Because  a nurse  is  a 
graduate  nurse  or  a doctor  has  graduated  from  a class  A medical 
school,  even  though  they  are  working  in  a hospital,  does  not  neces- 
sarily mean  that  they  are  giving  the  newborn  baby  good  care  or 
that  they  are  equipped  to  do  so.  In  other  words,  it  is  important 
that  there  be  good  nursing  and  medical  care  available  for  all  babies 
at  the  time  of  and  following  birth. 

In  the  second  place,  it  is  not  enough  to  know  what  good  care  is  or 
to  be  equipped  to  administer  it.  It  is  necessary  that  at  least  mini- 
mal material  facilities  be  available  in  the  environmental  set-up  to 
make  good  care  possible.  For  example,  it  is  of  no  value  to  pre- 
scribe a certain  food  or  a certain  type  of  care  for  the  baby  if  the 
family  cannot  get  it. 

Finally,  nothing  has  been  said  concerning  education  of  parents 
who  must  play  an  important  role  in  this  picture.  Although  all 
methods  should  be  made  use  of  in  that  connection,  my  opinion  is 
that  seeing  what  is  actually  done  to  and  for  the  baby  is  the  most 
effective  form  of  education  for  parents.  In  fact,  all  of  us  are  im- 
pressed most  by  the  demonstration  method.  And,  since  the  sort  of 
care  outlined  above  has  demonstrated  that  it  will  produce  beneficial 
results,  the  pleasure  and  comfort  derived  from  it  will  stimulate 
further  demand.  However,  it  should  be  remembered  that  we  tend 
to  place  value  only  on  those  things  for  which  we  pay  either  in  money 
or  effort  and  we  keep  our  self-respect  only  if  we  put  forth  effort 
to  help  maintain  our  security. 

The  Chairman.  The  Children’s  Bureau,  through  its  long  study 
of  causes  of  maternal  and  infant  mortality  and  through  its  adminis- 
tration of  the  part  of  the  Social  Security  Act  that  provides  grants 
to  the  States  for  maternal  and  child-health  services,  has  received  a 
great  deal  of  information  on  the  status  of  maternal  and  infant  care 
in  the  United  States.  Dr.  Eliot,  Assistant  Chief  of  the  Children’s 
Bureau,  who  is  in  general  charge  of  the  Maternal  and  Child  Health 
Division  of  the  Bureau,  will  present  this  information  to  you.  If  I 
could  take  the  time,  I would  have  many  things  to  say  about  Dr.  Eliot. 
She  had  a distinguished  record  in  the  field  of  research  in  the  scien- 
tific aspects  of  child  growth  and  child  development  before  she  as- 
sumed her  position  as  Assistant  Chief,  which  entailed  the  adminis- 
trative responsibility  for  organizing  the  staff  and  developing  the 
procedures  for  a new  program  of  Federal  cooperation  with  the 
States,  and  the  Children’s  Bureau’s  accomplishments  in  the  develop- 
ment of  this  new  program  have  been  due  in  major  part  to  Dr.  Eliot. 
I take  pleasure  now  in  presenting  Dr.  Martha  M.  Eliot, 
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By  Martha  M.  Eliot,  M.  D.,  Assistant  Chief,  ChiMi'en's  Bureau,  United  States 

Department  of  Labor 

About  10  months  ago  one  of  our  neighboring  State  health  officers 
came  to  the  Children’s  Bureau  with  a story  of  a back-country  woman, 
up  in  one  of  the  mountainous  counties,  who  had  all  but  lost  her  life 
in  childbirth  because  of  the  inaccessibility  of  her  home  to  the  main 
highway.  She  lived  only  6 miles  off  the  highway,  but  those  6 miles 
were  deep  sloughs  of  spring  mud,  impassable  for  anything  except  the 
toughest  of  cars,  and  the  husband  found  that  the  doctors  would  not  be 
able  to  get  to  his  wife.  After  many  hours  of  anxious  attempts  he 
called  the  country  health  department  for  help  and  fortunately  for 
the  family,  found  a public-health  nurse  who  was  game  to  walk  the 
6 miles. 

The  nurse  found  that  the  woman  had  already  been  in  labor  for 
nearly  24  hours  and  her  efforts  to  locate  a doctor  who  would  come 
to  the  home  were  also  futile.  Clearly,  from  the  woman’s  condition, 
medical  help  was  needed  and  hospitalization  was  the  only  hope. 
With  the  father’s  help,  and  ingenuity  on  the  part  of  the  nurse,  they 
were  finally  able  to  get  the  patient  out  to  the  highway  in  the  hus- 
band’s old  model  T Ford,  which  had  no  number  plates  but  still  would 
run  when  coaxed.  At  the  highway  they  were  met  by  the  county 
health  officer,  and  the  story  ended  happily  in  a hospital  30  miles  away. 

Having  told  this  story,  our  State  health  officer  went  on  to  others, 
not  all  with  the  happy  ending  of  the  first,  but  each  one  showing  the 
urgent  needs  of  these  rural  women  and  the  despair  of  the  nurse  or 
the  health  officer  or  the  neighbors  or  the  family  because  no  means 
were  at  hand  to  provide  care  at  delivery. 

For  many  months  prior  to  this  visit  the  need  to  find  some  way  to 
care  for  the  large  number  of  women  now  unable  to  obtain  good  care 
or  even  any  professional  care  in  childbirth  had  been  borne  in  upon  the 
Children’s  Bureau  with  renewed  urgency  through  the  reports  of  State 
and  local  health  workers  on  their  increased  activities  in  the  maternal 
and  child-health  field  financed  through  grants  under  the  Social 
Security  Act.  Physicians  and  public-health  nurses  organizing  the 
work  for  the  State  or  working  in  the  counties  told  graphic  stories 
illustrating  the  futility  of  their  efforts  to  provide  medical  and  nurs- 
ing supervision  to  women  in  pregnancy  when  no  provision  had  been 
made  for  safe  delivery  by  a competent  physician  or  for  hospitalization 
in  emergency  or  for  care  of  the  newborn  baby,  especially  the  baby 
born  prematurely.  From  nurses  in  the  backwoods  of  Maine  to  those 
in  the  drought  areas  of  Montana  or  the  Dakotas,  the  high  plateaus 
of  New  Mexico,  the  orchards  and  vineyards  of  California,  and  the 
mountains  of  Virginia  came  the  same  stories  of  mothers  without  care 
in  childbirth,  of  newborn  babies  dying  without  medical  attention. 
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Interviews  and  discussions  with  rural  nurses  bring  out  again  and 
again  the  hopelessness  of  telling  a pregnant  woman  that  she  has  high 
blood  pressure  and  other  signs  of  toxemia  and  should  go  to  a hospital 
when  she  cannot  pay  for  it  and  there  is  no  other  provision  for  pay- 
ment, or  when  it  is  more  than  50  or  even  100  miles  away.  Or  of 
telling  her  that  she  must  go  to  her  doctor  for  examination  and  care 
when  he  has  already  told  her  that  she  need  not  see  him  until  she  is 
in  labor. 

There  is  nothing  new  about  these  stories.  The  nurses  and  doctors 
working  under  the  Sheppard-Towner  Maternity  and  Infancy  Act 
in  the  1920’s  told  them  also  and  laid  the  foundation  for  many  things 
that  are  being  done  today.  What  are  new  today,  are  the  newly  ap- 
pointed physicians  and  nurses  and  nutritionists  and  other  workers, 
and  the  fresh  impetus  that  has  been  given  to  the  effort  to  teach 
mothers  about  the  care  of  themselves  and  their  children. 

Under  the  Social  Security  Act  grants  have  been  made  to  the  States 
to  strengthen  the  maternal  and  child-health  work  in  the  State  health 
departments  and  to  extend  the  work  into  the  local  communities,  es- 
pecially rural  areas  or  other  areas  of  special  need.  Considering  the 
size  of  the  job  to  be  done,  the  grants  to  individual  States  are  rela- 
tively small.  They  do  not  go  very  far  toward  providing  even  one 
public-health  nurse  for  each  county,  to  say  nothing  of  approaching 
the  standard  of  1 nurse  for  each  2,000  in  the  population  set  up  by 
public-health  nursing  authorities  as  desirable.  Cities  now  have  1 
public-health  nurse  for  every  5,000  population  while  the  rural 
areas  have  1 for  every  11,000.  Throughout  the  United  States  there 
are  still  about  a thousand  counties  without  a single  public-health 
nurse  to  serve  the  rural  population. 

Funds  under  the  maternal  and  child-health  provisions  of  the  Social 
Security  Act  help  to  provide  about  2,600  of  the  6,000  nurses  now 
working  in  rural  areas.  But  three  or  four  times  as  many  nurses  as  are 
now  employed  would  be  needed  in  the  country  districts  and  probably 
twice  as  many  in  the  cities  if  reasonably  adequate  maternal  and 
child-health  services,  including  nursing  care  at  time  of  delivery, 
were  to  be  made  everywhere  available. 

More  deficient  even  than  the  nursing  services  are  the  medical  serv- 
ices, such  as  are  needed  to  provide  prenatal  care  through  conferences 
or  clinics  for  women  otherwise  unable  to  obtain  such  care,  or  infant- 
care  and  child-health  supervision  through  centers  to  which  mothers 
take  their  children  for  advice.  Last  year,  under  the  Social  Security 
Act,  prenatal  clinics  or  conferences  were  conducted  by  physicians  in 
2,900  centers  in  35  States,  but  they  served  less  than  500  local  political 
subdivisions  out  of  the  total  3,072.  Conferences  for  infants  and  pre- 
school children  were  conducted  in  6,200  centers  in  42  States,  but  only 
685  local  political  subdivisions  were  served.  Altogether,  2,550  local 
practicing  physicians  were  paid  for  their  service  in  prenatal  clinics 
in  22  States  and  in  conferences  for  infants  and  preschool  children  in 
27  States.  Local  health  officers  rendered  similar  service  in  conferences 
for  infants  and  preschool  children  in  32  States.  There  is  obvious 
need  for  many  more  such  centers. 

The  medical  and  nursing  care  provided  at  time  of  delivery  is  far 
from  satisfactory  for  many  women.  ^Nearly  a quarter  of  a million 
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women  in  1936  were  delivered  by  midwives.  More  than  15,000  did 
not  have  the  assistance  of  either  a physician  or  a midwife. 

In  connection  with  this  subject  of  the  adequacy  of  delivery  care, 
something  must  be  said  about  the  major  problem  involved  in  the 
large  number  of  midwives,  ignorant  and  untrained,  who  are  deliver- 
ing  approximately  a quarter  of  a million  women  each  year.  There  is 
no  use  of  our  burying  our  heads  in  the  sand  and  ignoring  this  prob- 
lem. It  is  one  that  must  be  faced  by  professional  and  citizens’  groups 
alike.  Either  we  must  make  it  possible  for  this  quarter  of  a million 
women  to  have  the  aid  of  physicians  at  childbirth  or,  if  the  families 
live  in  regions  too  remote  from  a center  of  population  to  have  the 
service  of  a physician  available,  we  must  seriously  consider  how  a 
skilled  attendant  can  be  provided.  Whether  the  training  of  nurse- 
midwives  is  the  answer  for  all  such  situations  is  not  clear.  The 
problem  is  a serious  one  and  should  be  given  serious  consideration. 

Nursing  care  at  time  of  delivery  in  the  home  has  been  almost  en- 
tirely lacking  for  women  in  the  smaller  cities  and  towns  and  in  rural 
areas  who  cannot  afford  to  employ  a private  nurse.  Certain  excep- 
tions, however,  may  be  noted,  in  particular  the  service  developed 
under  the  Federal  Emergency  Kelief  Administration  and  continuing 
to  a smaller  extent  under  the  Works  Progress  Administration. 

Since  the  establishment  of  the  social-security  program,  about  30 
State  health  departments,  in  cooperation  with  local  health  and  wel- 
fare agencies,  have  developed  special  demonstrations  or  projects 
through  which  qualified  nurses,  usually  public-health  nurses,  are 
giving  nursing  care  at  time  of  delivery  to  women  in  certain  small 
areas,  usually  a coimty  or  part  of  a county.  In  all  these  projects  this 
nursing  care  is  given  to  assist  physicians.  Kits  of  sterile  equipment 
for  the  use  of  both  doctor  and  nurse  are  provided  in  these  demonstra- 
tions. The  nurse  can  be  of  great  help  to  the  doctor  if  she  is  properly 
trained,  and  she  will  do  many  things  to  help  make  home  care  safe 
for  the  mother  and  the  baby.  Tomorrow  you  will  hear  more  of  this 
from  two  nurses  actually  on  the  job.  Various  methods  are  being 
worked  out  in  these  demonstrations,  but  the  important  thing  to  real- 
ize is  that  such  delivery  nursing  service  can  be  given  and,  if  suffi- 
cient nurses  are  added  to  the  staff,  it  can  be  given  without  inter- 
ference with  other  maternal  and  child-health  activities  or  health- 
department  services.  Obviously,  to  do  this  work  more  nurses  are 
needed  and,  if  the  job  is  to  be  well  done,  they  must  be  nurses  trained 
in  maternity  nursing  care.  Last  3-ear,  under  the  Social  Security  Act, 
nurses  gave  some  care  at  time  of  delivery  in  166  local  political  sub- 
divisions. If  resources  were  available,  both  funds  and  personnel, 
there  would  appear  to  be  no  reason  why  tliis  service  should  not  be 
rendered  in  nearly  all  localities  of  all  States. 

Nursing  care  at  delivery  in  the  home  is  found  more  frequently  in 
the  larger  cities  than  in  the  rural  areas,  as  a rule  in  comiection  with 
the  hospital  clinics. 

In  1936,  of  the  more  than  2,000,000  live  births,  nearly  900,000,  or 
two-fifths,  took  place  in  hospitals.  Nearly  three-quarters  of  the 
births  in  cities  were  in  hospitals,  as  compared  with  one-seventh  in 
rural  areas.  In  many  hospitals  standards  of  care  for  mother  and 
newborn  infant  are  far  from  satisfactory.  There  is  great  need  for  a 
systematic  scheme  of  inspection  and  approval  of  the  smaller  hos- 
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pitals  admitting  maternity  patients  similar  to  the  plan  made  for  the 
larger  ones  by  the  American  College  of  Surgeons. 

Inaccessibility  or  lack  of  hospitals  and  inability  of  families  to  pay 
for  care  often  interfere  with  desirable  hospital  care  for  women  at 
delivery.  Thirty  million  people  live  in  areas  containing  less  than  a 
minimum  provision  of  hospital  beds.  Ten  million  live  more  than  30 
miles  from  an  approved  hospital  often  where  road  conditions,  as  in 
tlie  case  cited,  would  make  emergency  transportation  of  women  in 
labor  well-nigh  impossible;  and  yet  between  150,000  and  200,000 
births  take  place  in  these  families  each  year. 

Few  well-organized  State-wide  systems  of  ambulance  transporta- 
tion in  this  country  extend  out  into  the  rural  areas  and  make  it  pos- 
sible to  bring  in  to  hospitals  the  acutely  ill  patient  who  cannot  afford 
to  hire  such  transportation. 

Recently  questionnaires  w^ere  sent  to  the  superintendents  of  2,816 
hospitals  in  small  towns  and  cities  of  less  than  50,000  population 
asking  them  whether  there  were  adequate  hospital  beds  for  maternity 
care  and  whether  all  women  who  needed  or  desired  hospital  care  re- 
ceived it.  Answers  from  1,160  hospitals  were  tabulated.  More  than 
two-fifths  of  the  879  superintendents  who  answered  this  question  said 
that  there  were  women  in  their  communities,  sometimes  many 
women,  who  did  not  come  to  the  hospital  for  delivery  because  they 
were  unable  to  pay. 

Not  only  are  there  these  problems  of  inaccessibility  of  hospitals, 
and  inability  to  pay  for  hospital  care;  there  are  also  many  areas  in 
which  expert  care  by  physicians  is  not  available. 

Dr.  Litzenberg  and  Dr.  Casparis  have  described  the  conditions  that 
are  favorable  to  life  and  health  for  mother  and  child  and  have  in- 
dicated the  responsibilities  of  physician  and  nurse.  To  what  extent 
can  we  say  that  such  care  is  available  for  mothers  and  babies  in  this 
country?  Obviously,  the  type  and  quality  of  care  are  as  varied  as 
the  conditions  under  which  families  live.  In  some  communities,  usu- 
ally the  larger  cities,  care  can  be  obtained  for  mother  and  child  that 
cannot  be  surpassed  in  any  land,  and  the  results  of  such  care  are  cor- 
respondingly good.  In  other  communities  where  proper  facilities  are 
almost  entirely  lacking,  the  care  for  mother  and  child  is  certainly  of 
the  worst.  As  an  illustration,  may  I point  to  one  State  where  in  five 
counties  over  a 4-year  period  less  than  26  percent  of  the  births  were 
attended  by  physicians,  and  in  eight  counties  from  20  to  30  percent 
of  the  births  were  attended  only  by  family  or  neighbors.  Moreover, 
in  this  same  State  in  the  same  4-year  period  47  percent  of  all  the 
infants  who  died  had  had  no  medical  attention. 

A questionnaire  on  facilities  for  maternal  care  was  sent  to  State 
health  officers  in  the  sf>ring  of  1937  at  the  request  of  the  confer- 
ence of  State  and  Territorial  health  officers.  Of  49  health  officers 
who  replied,  only  2 considered  the  facilities  for  maternal  care  in 
their  States  satisfactory ; 41  declared  the  facilities  to  be  definitely  in- 
adequate ; 6 others  modified  their  statements  by  such  remarks  as  “Care 
is  inadequate  for  those  who  cannot  pay,”  or  “F acilities  fair,  resources 
inadequate,”  or  “Adequate  for  medical  care  but  not  for  delivery  and 
nursing  services.”  Questions  with  regard  to  the  number  of  general 
j:>ractitioners  of  medicine  who  include  obstetrics  in  their  practice, 
brought  out  the  response  that  in  17  States  there  are  not  enough  gen- 
eral practitioners  doing  obstetrics  and  frequently  they  are  poorly  dis- 
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tributed  in  the  rural  areas.  They  tend  to  concentrate  in  the  larger 
towns  and  cities  where  a living  is  made  more  easily. 

In  some  counties,  moreover,  there  are  no  physicians ; in  others,  only 
one  or  two.  To  be  sure,  these  counties  are  usually  the  large,  sparsely 
populated  ones  of  the  West  where,  on  the  whole,  health  conditions  are 
fairly  good;  but  I think  it  should  be  remembered  that  babies  con- 
tinue to  be  born  in  these  areas  and  mothers  need  help  even  though 
they  happen  to  live  30  or  even  100  or  more  miles  from  the  nearest 
doctor.  The  stories  of  the  struggles  of  nurses  to  get  help  in  time  of 
trouble  cannot  be  ignored.  Some  way  surely  can  be  found  to  meet 
this  need. 

Replies  from  State  health  officers  to  a question  regarding  numbers 
and  distribution  of  specialists  in  obstetrics  brought  out  again  the 
well-known  fact  that  there  are  many  areas  in  which  such  skilled  phy- 
sicians are  not  available  either  for  regular  care  of  patients  or  as  con- 
sultants to  assist  and  advise  general  practitioners.  Forty  health  offi- 
cers reported  that  there  are  too  few  specialists  in  obstetrics  practic- 
ing in  their  States.  In  one  large  State  obstetricians  are  found  only 
in  three  cities,  and  many  women  who  might  need  their  care  live  200 
to  300  miles  away  across  the  mountains.  Other  States  are  equally 
poorly  served.  Some  States  are  now  beginning  to  plan  for  a con- 
sultant service  in  obstetrics  and  pediatrics  to  reach  the  people  who 
cannot  afford  this  type  of  care.  At  least  two  densely  populated  East- 
ern States  have  such  a plan  in  operation. 

I have  said  nothing  of  those  most  important  indexes  of  care, 
namely,  the  death  rates  of  mothers  and  their  newborn  infants.  It  is 
well  known,  of  course,  that  the  maternal  mortality  rate  is  high  in  this 
country.  In  1935,  12,544  women  died  as  a result  of  conditions  di- 
rectly attributable  to  pregnancy  and  childbirth.  In  addition,  1,752 
other  women  who  were  pregnant  or  recently  delivered,  died  of  condi- 
tions such  as  tuberculosis,  chronic  nephritis,  or  heart  disease  that  may 
have  been  adversely  affected  by  the  pregnancy-making  a total  of 
more  than  14,000  deaths  of  women  associated  with  pregnancy  or 
childbirth.  Figures  just  released  from  the  Bureau  of  the  Census 
show  that  in  1936,  12,182  mothers  died,  giving  for  that  year  a rate  of 
57  for  each  10,000  live  births,  or  1 point  lower  than  in  1935.  There 
are,  of  course,  great  differences  in  the  rates  of  different  States,  rang- 
ing all  the  way  from  91  in  Arizona  and  90  in  South  Carolina  down  to 
40  in  Rhode  Island  and  in  New  Jersey.  If  we  look  at  individual  coun- 
ties we  find  an  even  wider  range,  from  no  deaths  at  all  for  a 5-year 
period  up  to  a rate  of  more  than  200. 

During  the  22  years  for  which  statistics  are  available  there  has 
been  essentially  no  decline  in  maternal  deaths  until  recent  years. 
Now  the  trend  is  downward,  and  the  chief  improvement  is  found  in 
reduction  of  deaths  from  toxemias  of  pregnancy,  the  condition  which 
par  excellence  is  the  one  affected  by  proper  prenatal  care.  The 
deaths  from  causes  associated  with  the  delivery  itself  have  shown 
scarcely  any  improvement  throughout  these  years.  Deaths  from 
hemorrhage  have  decreased  slightly,  but  not  so  deaths  from  infection 
or  sepsis,  which  are  largely  preventable  if  good  care  is  given  before 
and  at  the  time  of  delivery.  Physicians  who  have  studied  and  ana- 
lyzed the  records  of  many  thousands  of  these  maternal  deaths  have 
concluded  that  one-half  to  two-thirds  can  be  prevented. 
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What  about  the  deaths  of  newborn  babies?  For  years  we  have 
said  that  great  progress  is  being  made  in  reducing  the  death  rate  of 
infants  during  the  first  year  of  life,  but  we  always  have  to  modify 
our  statement  by  saying  that  there  has  been  little  progress  in  reduc- 
ing the  death  rate  of  infants  during  the  first  month.  And  yet  the 
deaths  in  the  first  month  represent  half  of  all  deaths  in  the  first  year. 
Actually,  in  1935  nearly  70,000  infants  died  before  the  end  of  the 
first  month  of  life,  more  than  56,000  of  them  from  conditions  directly 
connected  with  prenatal  life  or  the  birth  itself.  More  than  half  of 
these  early  deaths  are  associated  with  premature  birth.  During  21 
years  the  death  rate  of  newborn  infants  on  the  first  day  of  life  has 
not  decreased  at  all. 

Closely  related  to  these  deaths  on  the  first  day  of  life  are  the  still- 
births. Seventy-seven  thousand  of  these  were  reported  in  1935,  but 
this  does  not  represent  all  because  the  reporting  is  known  to  be  very 
incomplete  and  some  States  do  not  report  stillbirths  at  all.  The 
special  tragedy  of  these  stillbirths  is  that  nearly  half  occur  in  the 
mother’s  first  pregnancy  and,  in  a very  considerable  proportion,  the 
mothers  had  had  previous  stillbirths  and  no  living  children.  This 
has  been  shown  in  a recent  Children’s  Bureau  study.  Moreover,  the 
study  showed  that  in  more  than  half  the  cases  in  which  the  mother 
was  at  term  the  baby  was  alive  at  the  beginning  of  labor. 

Can  these  babies  be  saved?  In  all  probability  at  least  half  the 
babies  who  die  in  the  first  month  of  life  can  be  saved  if  adequate 
care  is  given  to  both  mother  and  baby.  This  has  been  demonstrated 
in  many  areas,  rural  as  well  as  urban.  The  same  measures  that  will 
reduce  maternal  deaths  will  reduce  these  infant  deaths.  They  will 
reduce  stillbirths  also,  and  if  skillful  care  is  given  to  the  infant  im- 
mediately after  birth  and  during  the  first  2 weeks,  gains  will  be  made. 

Dr.  Litzenberg  and  Dr.  Casparis  have  given  us  a picture  this  morn- 
ing of  what  this  good  care  should  be.  But  we  are  still  faced  with  the 
question  of  how  the  community  can  provide  the  facilities  that  are 
needed  to  implement  such  a program  of  good  care.  It  cannot  be  done 
overnight,  obviously,  but  what  is  needed,  and  what  so  many  com- 
munities do  not  now  have,  is  good  community  organization  for  gen- 
eral public  health  and  for  maternal  and  child-health  service. 

Good  community  organization  that  will  insure  adequate  provision 
for  mothers  and  newborn  infants  implies  (1)  the  existence  of  a good 
health  department  under  the  direction  of  a full-time  health  officer, 
with  additional  personnel  commensurate  with  the  needs  of  the  com- 
munity, including  those  equipped  to  serve  in  the  field  of  maternal 
and  child  health;  (2)  the  cooperation  and  assistance  of  local  physi- 
cians qualified  to  give  the  necessary  care  for  mothers  and  their  new- 
born infants  and  for  all  other  members  of  the  family;  (3)  the  serv- 
ices of  specialized  consultants  in  obstetrics,  pediatrics,  and  other 
branches  of  medicine;  (4)  public-health  nurses  sufficient  in  number 
to  carry  a full  maternal  and  child-health  program,  including  care  at 
delivery;  (5)  adequate  hospital  facilities;  and  lastly  (6)  community 
resources  to  provide  care  for  those  in  need. 

For  this  local  health  department  there  should  be  suitable  quarters 
for  office  and  conference  rooms,  a laboratory  and  consultation  rooms 
for  the  use  of  staff  and  local  physicians,  and,  under  some  circum- 
stances, X-ray  equipment  and  even  a few  beds  to  be  used  for  ob- 
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servation  or  temporary  care  of  patients  on  the  way  to  hospitals  in 
larger  centers  of  population. 

If  good  maternal  and  infant  care  is  ultimately  to  be  made  available 
for  all  that  are  in  need  of  care^  some  such  basic  health  organization 
is  essential,  one  in  which  all  the  citizens  will  feel  that  they  have  an 
interest,  one  in  which  all  physicians  of  the  community  will  participate. 

The  task  of  finding  the  way  to  provide  good  care  for  mothers  who 
are  in  need  is  no  small  one.  There  are,  indeed^  no  accurate  figures  of 
the  number  who  cannot  secure  this  care  unaided.  But  the  cost  of 
such  care  is  clearly  prohibitive  for  many  thousands  of  families,  and 
the  provision  of  good  maternal  and  infant  care  must  be  based  not 
only  on  the  ability  of  the  family  to  pay  but  on  the  medical  need  of 
mother  and  child. 

It  is  estimated  on  the  basis  of  1935  income  figures  that  there  are 
approximately  840,000  births  each  year  in  families  on  relief  or  with 
total  annual  incomes,  including  home  produce  on  farms,  of  less  than 
$750.  Six  hundred  and  fifty  thousand  of  these,  or  nearly  one-third  of 
all  the  births  in  the  United  States,  occur  in  rural  areas  or  in  cities  of 
less  than  50,000  population;  nearly  200,000  occur  in  larger  cities. 
Raise  the  income  level  to  $1,000  a year  and  there  will  be  included 
approximately  1,000,000  births.  The  magnitude  of  the  problem  of 
providing  medical  care  for  even  a few  of  these  families  is  obvious. 
Many  of  them  are  being  cared  for  today  by  their  local  family  phy- 
sician without  pay ; in  some  cases  welfare  departments  now  pay  for 
delivery  care;  many  of  these  women,  especially  those  in  cities,  will 
be  cared  for  in  hospitals.  There  is  still,  however,  a large  group  who 
get  only  partial  care  from  a physician  or  nurse,  or  even  none  at  all. 
Upon  the  births  in  many  of  these  families,  however,  depends  the  re- 
placement or  the  growth  of  our  population.  It  would  seem  then 
to  be  to  the  interest  of  society  and  the  Nation  that  the  unnecessary 
loss  of  life  of  mother  and  her  newborn  infant  be  reduced  to  the 
lowest  level  possible  and  that  the  health  of  all  mothers  and  children 
be  raised  to  the  highest  level.  To  do  this,  a way  must  be  found  to 
provide  the  needed  care. 

The  Chairman.  Mte  shall  consider  this  afternoon  what  is  involved 
in  all  these  broad  aspects  of  economic  and  social  conditions  and 
health  organizations  in  extending  this  type  of  care  that  Drs.  Litzen- 
berg,  Casparis,  and  Eliot  have  placed  before  us.  I am  going  to 
adjourn  the  meeting  at  12 : 30,  but  I want  to  ask  before  that  whether 
there  is  anyone  in  the  audience  who  has  anything  in  writing  that  he 
wishes  to  present  to  the  conference  to  be  passed  on  for  the  considera- 
tion of  the  committee  on  findings. 

Dr.  Matsner,  we  will  give  you  2 minutes. 

Dr.  Matsner.  I represent  the  National  Medical  Council  on  Birth 
Control.  I have  a communication  here  addressed  to  this  conference, 
which  has  been  signed  by  over  300  physicians.  It  is  a brief  statement 
that  I can  read  in  a minute  and  a half,  and  in  the  other  half  minute 
I should  like  to  tell  you  something  of  the  signers  of  this  statement. 
The  statement  is  signed  by  90  percent  of  the  members  of  the  council, 
by  the  president  of  the  American  Medical  Association,  by  the  presi- 
dent of  the  United  States  Pharmacopoeial  Convention,  by  13  deans 
of  class  A medical  schools,  by  45  professors  of  obstetrics  and  gynecol- 
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ogy,  by  55  associate  and  assistant  professors  of  gynecology,  by  68 
professors  and  associates  in  class  A medical  schools  representing 
departments  of  pediatrics,  psychiatry,  neurology,  surgery,  and 
medicine.  [Reading : ] 

To  the  Conference  on  Better  Care  for  Mothers  and  Babies,  Washington,  D.  C.: 

The  undersigned  members  of  the  National  Medical  Council  on  Birth 
Control,  and  other  physicians  particularly  interested  in  problems  of  ma- 
ternal and  infant  welfare,  endorse  the  constructive  accomplishments  of  the 
Children’s  Bureau  in  these  fields. 

We  hope  that  from  this  important  conference  will  come  concrete  recom- 
mendations which  will  extend  measures  of  positive  health  in  the  program 
of  maternal  and  child  welfare  throughout  the  United  States. 

We  are  therefore  sending  this  communication  and  recommendations  with 
the  request  that  they  be  given  consideration  by  the  conference. 

An  analysis  of  studies  on  causal  factors  of  maternal  and  infant  mortality 
makes  it  apparent  to  us  that  an  important  factor  frequently  overlooked  and 
not  specifically  mentioned  in  any  of  these  reports  is  the  pregnancies  in  a 
large  group  of  “poor  maternity  risks,”  as  well  as  the  disastrous  effects  of 
too  frequent  childbearing,  with  its  attendant  increase  in  morbidity  and 
mortality  among  both  mothers  and  infants. 

Further,  we  draw  attention  to  the  fact  that  approximately  one-fourth  of 
the  high  maternal  death  rate  in  the  United  States  is  due  to  abortion.  It  is 
our  feeling  that  the  reduction  of  induced  abortion  is  partly  dependent  upon 
the  effectiveness  of  medical  contraception. 

We  agree  with  the  Chief  of  the  Children’s  Bureau  in  her  statement  that 
“measures  * * * successfully  undertaken  in  certain  communities  in  the 

behalf  of  selected  groups  * * * be  extended  to  benefit  mothers  and  babies 

throughout  the  United  States.”  One  of  these  measures  is  the  availability 
of  adequate  contraceptive  information  for  the  purpose  of  child  spacing  and 
the  avoidance  of  conception  of  women  suffering  from  physical  and  mental 
conditions  in  which  pregnancy  is  inadvisable. 

This  measure,  which  has  been  apparent  to  many  obstetricians  and  public- 
health  authorities,  has  up  to  the  present  time  been  considered  too  contro- 
versial an  aspect  for  specific  recommendation.  At  present,  however,  the 
official  action  of  the  American  Medical  Association,  of  numerous  State  and 
county  medical  societies,  the  decisions  of  various  United  States  courts,  as 
well  as  resolutions  passed  by  a large  number  of  important  lay  and  pro- 
fessional organizations,  all  indicate  that  our  recommendations  are  sup- 
ported by  both  medical  and  public  opinion. 

EElCOMMENDATIONS 

1.  That  all  obstetrical  services  and  postnatal  clinics  be  equipped  to  give 
contraceptive  instruction  to  mothers  for  the  purpose  of  child  spacing. 

2.  That  all  maternity  clinics  be  equipped  to  give  this  instruction  in  accord 
with  State  regulations  to  patients  whose  conditions  from  the  medical  view 
make  pregnancy  inadvisable,  either  temporarily  or  permanently. 

3.  That  instruction  of  practicing  physicians  be  encouraged  in  the  medical 
conditions  calling  for  contraception  and  in  the  techniques  of  modern 
contraception. 

The  Chairman.  The  report  will  be  referred  to  the  committee  on 
findings. 

(Meeting  adjourned.) 


Monday,  January  17 — Afternoon  Session 

Mrs.  J.  K.  Pettengill,  Chairman,  Conference  Planning  Committee,  presiding 

The  Chairman.  The  subject  of  the  afternoon  is  “What  is  involved 
in  extending  good  care  to  all  mothers  and  babies?”  Our  first  speaker 
on  economic  resources  and  ability  to  secure  good  care  is  Dr.  Mordecai 
Ezekiel,  economic  adviser  to  the  Secretary  of  Agriculture  and  a 
member  of  the  President’s  Advisory  Committee  on  Education. 
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WHAT  IS  INVOLVED  IN  EXTENDING  GOOD 
CARE  TO  ALL  MOTHERS  AND  BABIES? 

Economic  Resources  and  Ability  To  Secure  Good  Care 

By  Mordecai  Ezekiel,  Ph.  D,,  Economic  Adviser  to  the  Secretary  of  Agriculture 

You  may  wonder,  perhaps,  why  an  agriculturist  should  be  here 
talking  on  the  subject  of  mothers  and  babies.  I am  not  going  to 
present  data  on  how  much  Federal  and  State  governments  spend  per 
pig  or  per  calf  born,  contrasted  with  how  much  they  spend  per  child 
born,  in  research  or  service  in  the  respective  fields.  Those  are  sta- 
tistics with  which  no  doubt  you  are  all  familiar  and  which  I commend 
to  your  interest.  Instead  I am  going  to  talk  on  the  general  topic  of 
the  controlling  factors  in  our  economic  ability — the  economic  ability 
to  provide  health  care  as  well  as  economic  ability  in  other  fields. 

Of  course,  it  is  a truism  that  there  are  tremendous  variations  in 
individual  income  in  this  country.  Although  few  families  have  much 
more  income  than  they  can  at  least  spend  on  themselves,  a very  much 
larger  proportion  of  the  families  have  incomes  far  below  those  which 
they  need  to  provide  any  of  the  elements  of  a decent  living,  including 
adequate  medical  service. 

Even  in  our  most  prosperous  year— 1929 — more  than  one-fifth  of  all 
of  our  families  had  incomes  of  less  than  $1,000.  Now  out  of  a $1,000 
income,  according  to  some  studies  recently  made,  a family  usually 
manages  to  squeeze  enough  to  spend  only  $30  to  $40  a year  on  medical 
service  for  the  entire  family.  It  is  obvious  that  $30  or  $40  a year 
will  not  go  far  toward  purchasing  adequate  medical  care,  buying 
drugs,  and  buying  all  other  health  supplies. 

If  you  go  up  into  the  next  higher  income  brackets,  from  $1,000  tO' 
$2,500,  you  find  that  in  1929  almost  one-half  of  all  our  families 
fell  in  these  brackets.  Those  are  the  families  that  are  less  likely  to 
avail  themselves  of  free  clinic  service  and  other  free  services,  that 
are  more  likely  to  be  so  proud  of  their  position  in  the  community 
as  middle-class  people  that  they  insist  on  getting  only  the  care  they 
can  afford  to  pay  for.  Out  of  incomes  falling  in  the  $1,000  to  $2,500 
group,  there  is  not  enough  to  pay  for  adequate  medical  care. 

These  figures  I am  citing  are  as  of  1929,  when  the  national  income 
was  possibly  50  percent  greater  than  it  is  today.  We  have  no  ade- 
quate data  on  the  present  situation,  but  there  can  be  no  question 
that  a very  much  larger  proportion  of  our  total  population  is  unable 
to  provide  proper  medical  care  for  itself  today  than  in  1929.  Cer- 
tainly a much  larger  proportion  falls  lower  on  the  income  scale 
than  it  did  then. 

The  next  question  is:  If  individuals  do  not  have  the  income  to 

take  care  of  themselves,  cannot  local  government— county,  city,  or 
State — provide  the  funds  to  give  local  service  to  these  people?  The 
difficulty  is  that  it  is  precisely  in  the  parts  of  the  country  where  in- 
come is  lowest  that  the  need  is  greatest  and,  as  a result,  there  are 
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no  local  resources  in  the  county  or  city  or  State  to  fill  up  the  gap 
where  it  most  needs  filling  up. 

The  real  difficulty  goes  back  to  our  economic  system  as  a whole. 
The  economic  system  we  have  unfortunately — or  possibly  unfortu- 
nately from  this  point  of  view— refuses  to  be  restrained  by  State 
rights.  It  does  not  keep  within  the  boundaries  of  a State  the  income 
produced  in  that  State,  and  as  a result  the  income  produced  by  the 
economic  activities  of  the  entire  Nation  tends  to  be  drained  off  to 
income  recipients  mainly  in  the  industrial  centers  of  the  Northeast. 
As  one  person  has  described  it,  some  inhabitants  of  Manhattan  Island 
receive  a tax  tribute  on  every  economic  activity  that  occurs  anywhere 
within  the  boundaries  of  the  United  States.  From  the  figures  as  to 
the  total  income  received  by  individuals  in  each  State,  on  which  the 
State  might  levy  taxes  to  support  health  and  other  services,  we  can 
see  how  great  the  disparities  are. 

In  1935,  for  example,  the  average  per  capita  income  in  our  six 
richest  States  was  nearly  four  times  as  large  as  in  our  five  poorest 
States.  That  is  in  terms  of  the  people  there.  In  addition  it  happens 
that  the  number  of  births  is  largest  where  the  incomes  are  the  lowest. 
In  New  York  State  the  income  per  child  born  is  six  to  seven  times 
as  large  as  the  income  per  child  born  in  Alabama  or  Mississippi.  It 
is  obvious  from  those  facts  why  New  York  State  has  within  its 
boundaries  the  economic  resources  to  do  a better  job  of  providing 
for  its  people  than  some  of  the  other  States. 

In  addition  to  the  differences  between  States,  however,  we  also 
have  differences  between  areas  within  a State.  In  practically  every 
State  we  find  that  the  per  capita  income  is  higher  in  the  cities  and 
lower  on  the  farms  and,  in  turn,  that  the  number  of  births  in  relation 
to  population  is  lower  in  the  cities  and  higher  on  the  farms. 

For  the  entire  United  States  the  number  of  infants  under  1 year 
of  age  in  cities  averaged  about  26  for  each  1,000  adults  of  working- 
age  (20  to  64  years).  The  number  of  infants  on  farms  averaged 
45 — nearly  twice  as  many  children  to  be  supported  per  thousand  of 
farm  people  as  per  thousand  of  city  people.  The  relation  of  the 
adult  population  to  births  is  about  the  same.  In  the  Carolinas,  for 
example,  predominantly  rural  States,  there  are  about  50  births  per 
1,000  adults  of  working  age.  In  New  York  State  there  are  24  births 
per  1,000  adults  of  working  age. 

A brief  summary  of  the  disparity  between  the  distribution  of 
income  in  our  industrial  cities  and  on  farms,  as  contrasted  with  the 
distribution  of  the  load  of  births  and  children,  can  be  presented 
most  briefly  in  a statement  from  the  report  of  the  President’s  Ad- 
visory Committee  on  Education.  In  the  cities  of  the  Northeast  in 
1929  there  were  8,500,000  children  of  school  age.  The  income  avail- 
able to  the  parents  of  those  children  in  the  cities  of  the  Northeast 
that  same  year  represents  42  percent  of  our  total  national  income. 
On  the  farms  of  the  Southeast  there  were  4,500,000  children  of  school 
age,  a little  more  than  half  as  many  as  in  the  Northeast.  The  in- 
come available  to  their  parents  on  the  farms  in  the  Southeast  was  2 
percent  of  the  national  income.  The  cities  had  42  percent  of  the 
national  income  to  take  care  of  8,500,000  children;  the  farms  had  2 
percent  of  the  national  income  to  take  care  of  4,500,000  children. 

If  you  want  to  know  why  death  rates  are  higher  on  farms,  and 
why  the  standard  of  care  and  provision  for  the  farm  population  in 
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health  and  in  almost  every  other  aspect  of  life  is  lower,  you  need 
only  to  consult  those  figures. 

There  is  one  other  aspect  of  the  problem  that  I call  to  your  atten- 
tion: that  is  the  importance  to  the  cities  of  what  happens  on  the 
farms.  These  areas  of  lowest  income  and  highest  birth  rate,  the 
areas  that  are  least  able  to  take  care  of  their  children  in  health  or 
education  or  other  ways,  produce  the  population  that  the  rest  of  the 
country  needs  to  maintain  its  growth.  That  can  be  stated  in  many 
ditferent  ways.  One  statement  is  that  40  percent  of  all  the  boys  and 
girls,  10  to  20  years  old,  living  on  farms  in  1920  had  left  the  farms 
to  go  to  the  cities  by  1930.  That  is  average  for  the  United  States, 
but  we  can  consider  each  State  separately  and  still  find  that  through- 
out the  I^ation  there  is  a steady  drain  of  population  from  the  farms 
to  the  cities.  For  example,  in  States  as  widely  separated  as  New 
York,  Arkansas,  and  Texas,  one-third  of  the  boys,  10  to  20  years  old, 
living  on  farms  in  1920  had  left  the  farms  by  1930.  In  States  like 
Georgia  that  have  still  denser  population  more  than  one-half  of 
the  farm  boys  moved  to  cities  during  this  decade.  It  is  really  this 
flow  of  population  from  farms  that  continues  and  makes  possible  the 
growth  of  our  cities.  A great  many  cities  today  do  not  produce 
enough  children  to  maintain  even  their  present  population.  In 
many  cities  one-half  to  two-thirds  of  the  present  population  came  in 
from  elsewhere,  mainly  from  farms. 

One  word  of  caution  in  this  connection : If  we  succeed  in  greatly 
reducing  infant  mortality  on  farms,  we  shall  have  a still  greater 
excess  of  births  over  deaths,  or  of  surviving  children,  in  farming 
areas  than  in  the  cities.  We  have  today  a serious  economic  problem 
of  surplus  population  on  farms;  of  city  industry  failing  to  provide 
jobs  for  the  normal  flow  of  farm  youth,  with  a resultant  damming 
up  on  farms  of  youngsters  who  are  ready  to  go  to  the  cities.  Every- 
thing that  is  done  to  improve  the  health  of  the  youngsters  on  farms 
and  to  reduce  their  death  rate  will  increase  the  number  of  those 
available  to  go  to  the  cities  and  will  make  it  all  the  more  necessary 
to  increase  the  activity  of  city  industry  to  the  point  where  it  can 
absorb  the  population  on  farms  waiting  for  jobs.  As  we  do  every- 
thing we  can  to  increase  the  health  of  those  on  farms  and  reduce 
their  death  rate,  we  intensify  other  problems  that  will  need  still  more 
attention  in  their  turn. 

Looking  at  the  question  as  a whole,  then,  we  can  say  that  the 
facts  of  economics  and  population  indicate  that  the  farm  popula- 
tion’s problem  of  the  standard  of  living,  of  ability  to  care  for  them- 
selves, of  ability  to  care  for  their  mothers  and  babies  is  a matter 
of  concern  not  merely  to  farmers  but  to  the  entire  country.  The 
children  growing  up  on  farms  represent  the  stock  for  the  cities’ 
future  growth.  They  represent  the  human  material  that  is  going 
to  make  the  cities  of  the  future.  You  are  justified  in  asking  the 
cities  of  the  Northeast  to  pay  some  attention  to  conditions  of  care 
for  mothers  and  children  on  the  farms  south  and  west  of  them 
because  it  is  the  future  citizens  of  those  cities  about  whom  you  are 
concerned. 

The  Chairman.  On  the  same  subject  as  the  paper  that  has  just 
been  presented  but  treated  from  the  point  of  view  of  recent  studies, 
our  next  paper  will  be  given  by  Dr.  A.  F.  Hinrichs,  Bureau  of  Labor 
Statistics,  United  States  Department  of  Labor. 


Economic  Resources  and  Ability  To  Secure  Good  Care 

By  A.  F.  Hixeichs,  Pii.  D.,  Chief  Economist,  Bureau  of  Labor  Statistics,  United 

States  Department  of  Labor 

Tlie  problem  that  you  are  discussing,  I understand,  largely  from 
the  point  of  view  of  the  needs  of  rural  areas  is  of  vital  interest  to 
those  of  us  who  are  also  concerned  with  the  situation  of  the  urban 
wage  earner.  Dr.  Ezekiel  has  pointed  out  that  the  income  per  child 
born  in  Xew  York  State  is  six  or  seven  times  that  in  other  States, 
but  it  is  not  to  be  concluded  that  the  provisions  for  medical  care  in 
the  large  urban  centers  are  in  any  way  adequate  to  meet  the  needs  of 
the  lower-income  groups  living  there. 

From  studies  that  the  Bureau  of  Labor  Statistics  has  recently  com- 
pleted, the  Children’s  Bureau  estimates  that  approximately  one-third 
of  the  families  of  two  or  more  persons  in  cities  of  50,000  or  more  popu- 
lation have  incomes  of  less  than  $1,000  a year  and  that  nearly  half 
of  the  families  in  these  cities  have  incomes  of  less  than  $1,250.  Even 
among  a relatively  favoi’ed  group,  the  native  white  families  of  Chi- 
cago, almost  one-quarter  had  incomes  of  less  than  $1,000  a year  and 
somewhat  more  than  one-third  had  incomes  of  less  than  $1,250. 
Among  approximately  900  wage-earner  families  in  Xew  York  City 
during  the  year  studied,  one-third  of  the  children  were  born  to  fain.' 
ilies  with  incomes  of  less  than  $1,200  a year,  and  less  than  one-tenth 
of  the  children  were  born  to  families  with  incomes  of  more  than 
$2,100.  The  Children’s  Bureau  figures  indicate  that  we  may  assume 
that  one-third  of  all  the  children  are  born  to  families  Avith  incomes 
of  less  than  $1,000  a year,  and  almost  half  are  born  to  those  with 
incomes  of  less  than  $1,250,  et'en  in  the  urban  centers. 

What  does  such  an  income  allow  for  medical  care  ? This  depends, 
of  course,  upon  hoAv  many  persons  there  are  in  the  family.  A family 
of  two  persons  with  an  income  of  $1,000  may  hat^e  more  left  after 
paAung  for  essential  clothing,  food,  and  shelter  than  one  of.  say,  four 
persons.  But  if  we  are  talking  of  a family  living  in  Xew  York  City 
and  having  several  young  children,  an  income  of  less  than  $1,200  a 
3^ear  represents  a total  expenditure  of  less  than  $300  per  expenditure 
unit,  "iiixpenditure  unit”  means  an  adjusted  average  per  capita. 
At  this  leA^el  the  wage-earner  families  not  on  relief  in  Xew  York 
City  spent  approximately  $26  for  medical  care  for  the  entire  family, 
as  against  nearh"  $100  when  the  income  level  reached  what  is  roughly 
$800  per  capita.  Families  at  the  low  economic  let^el  spent  2.2  per- 
cent of  their  income  for  medical  care ; wage  earners  at  the  highei 
economic  let^els  spent  about  4.5  percent. 

What  do  families  at  the  lower  economic  leA^el — that  is,  one-third 
to  one-half  of  the  families — ^biiy  in  the  way  of  medical  sertuce  ? In 
the  first  place  nearly  et^ery  such  family  has  some  form  of  medical 
expenditure,  most  often  for  medicines.  Of  the  approximately  $26 
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such  families  spend  for  medical  care,  $8.25  goes  for  doctors,  $7.50 
for  medicine,  $5,50  for  dentists,  $2.75  for  hospital  charges,  and  $1 
for  eyeglasses. 

It  is  interesting  to  see  how  these  proportions  change  as  the  family 
gets  an  income  sufficient  to  allow  greater  freedom  in  spending  for 
medical  care.  Total  expenditures  of  families  of  more  or  less  fully 
employed  wage  earners — not  on  relief — studied  at  the  highest  income 
level  are  quadruple  the  total  expenditures  of  families  at  the  lowest 
income  level;  expenditures  for  medicines  and  drugs  do  not  quite 
double ; expenditures  for  dentists  quadruple ; expenditures  for  doctors 
increase  four  and  a half  times;  and  hospital  expenditures  increase 
five  times. 

Still  more  significant,  perhaps,  is  the  fact  that  on  the  average  20 
percent  of  the  medical  expense  of  families  at  the  highest  income 
level  is  for  specialists.  At  the  lowest  income  level  only  about  7 per^ 
cent  of  the  medical  outlay  is  for  specialists.  The  primary  reason  for 
this  lower  percentage  is  that  specialists  are  not  privately  consulted 
by  families  at  low  income  levels.  Only  3 of  the  59  families  studied 
in  this  group  reported  any  outlay  for  a specialist.  These  3 spent 
more  for  the  specialist  than  tlie  group  as  a whole  spent  for  all 
medical  care.  In  other  words,  if  families  with  incomes  of  less  than 
$1,000  or  $1,200  a year  are  to  receive  specialized  care,  apparently  it 
must  be  through  clinical  or  public  services. 

These  figures  on  income  and  expenditure  indicate  that  families  of 
low  income  have  almost  no  margin  that  can  be  considered  in  con- 
ducting a campaign  for  maternal  and  child  health.  I am  not  quali- 
fied to  say  whether  or  not  it  is  advisable  to  conduct  an  educational 
campaign  to  increase  such  families’  desire  and  willingness  to  use 
available  public  facilities,  but  an  educational  campaign  that  implies 
their  making  larger  private  outlays  would  be  doomed  to  failure. 
At  the  lower  economic  levels  that  we  are  discussing,  less  than  half 
the  families  were  spending  enough  for  food  to  produce  an  adequate 
diet  at  minimum  cost.  There  could  hardly  be  a more  striking  index 
of  the  immediate  and  pressing  inadequacy  of  daily  living  at  the 
income  levels  under  consideration.  An  adequate  health  program  at 
these  levels  must  either  become  part  of  a movement  for  more  ade- 
quate incomes — and  by  that  I mean  at  least  a doubling  of  these  low 
incomes — or  it  must  seek  to  provide  essentially  free  facilities  that 
may  be  used  by  those  who  understand  their  value. 

The  Chairman.  Our  next  topic  is  “Professional  Resources  and 
Ability  To  Provide  Good  Care,”  and  our  first  paper  is  by  Dr.  M. 
Edward  Davis,  of  the  University  of  Chicago  School  of  Medicine, 
who  during  the  past  few  years  has  had  extensive  experience  in  post- 
graduate education  for  local  physicians  in  all  parts  of  the  country. 


Professional  Resources  and  Ability  To  Provide 

Good  Care 


By  M.  Edwakd  Davis,  M.  D.,  Associate  Professor  of  Obstetrics  and  Gynecology, 

University  of  Chicago  School  of  MedAcme 

The  high  maternal,  fetal,  and  infant  death  rates  in  the  United  States 
have  been  in  the  limelight  for  at  least  the  past  two  decades.  When 
the  facts  and  figures  were  first  brought  to  our  attention  we  attempted 
to  explain  them  away  as  the  distorted  statistics  of  overzealous  work- 
ers. It  seemed  just  “too  ridiculous”  to  believe  that  in  our  country 
proportionately  more  mothers  and  babies  lost  their  lives  as  the  result 
of  the  physiologic  function  of  reproduction  than  in  most  of  the  civ- 
ilized countries  of  the  world.  As  facts  were  piled  upon  facts  we 
were  slowly  brought  to  the  realization  that  conditions  were  even 
worse  than  they  were  pictured.  Today  we  no  longer  dispute  their 
accuracy.  What  we  are  concerned  about  is  the  improvement  of  con- 
ditions, the  reduction  of  the  appalling  loss  of  life. 

Professional  agencies,  having  taken  cognizance  of  the  situation, 
began  to  study,  plan,  and  institute  measures  aimed  to  improve  con- 
ditions. Their  combined  efforts  have  resulted  in  some  improvement, 
but  we  have  barely  scratched  the  surface.  In  the  5-year  period  be- 
tween 1930  and  1935,  although  there  was  a 13.4  percent  decrease  in 
the  maternal  death  rate,  there  was  no  reduction  in  the  rate  of  death 
from  infection.  Furthermore,  in  1936  over  12,000  women  lost  their 
lives  in  childbirth.  What  is  more  important  is  the  fact  that  it 
has  been  estimated  that  two-thirds  to  three-fourths  of  these  deaths 
are  avoidable  or  preventable.  These  facts  are  a challenge  to  the 
ingenuity,  resourcefulness,  and  efforts  of  the  professional  personnel 
and  institutions  that  render  maternal  and  infant  care. 

Obstetrics  is  unlike  most  of  the  other  branches  of  medicine.  To 
reproduce  has  always  been  regarded  as  a normal  physiologic  function. 
However,  it  is  not  normal  for  complications  to  occur  that  bring  ill- 
ness, serious  damage  to  organs,  and  even  death  in  their  wake.  It  is 
true  that  in  a large  majority  of  instances  pregnancy  and  labor  will 
be  normal  and  will  end  uneventfully  for  mother  and  baby.  This  fact 
has  lulled  the  lay  public  and  the  profession  into  a false  sense  of 
security.  It  is  likewise  true  that  complications  can  and  do  arise  and 
disasters  strike  unheralded,  reaping  their  toll  of  mothers  and  babies. 
It  is  for  these  reasons  that  proper  provision  must  be  made  for  the 
care  of  all  the  mothers  and  babies. 

Adequate  care  must  continue  throughout  pregnancy^  delivery^  and 
the  postnatal  period. — To  safeguard  these  mothers  and  babies,  ade- 
quate care  must  be  provided  throughout  pregnancy,  labor,  and  the 
postnatal  period.  This  care  should  include  careful  and  thorough 
examination  of  the  mother  early  in  her  pregnancy,  frequent  periodic 
examinations  during  that  pregnancy,  care  at  the  time  of  delivery, 
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and  a careful  follow-up  of  the  mother  and  baby  after  delivery.  This 
continuous  care  is  absolutely  necessary  if  we  are  to  better  conditions. 
Isolated  phases  of  maternal  and  infant  care  have  been  tried  in  certain 
localities  and  have  proved  of  little  value  in  reducing  maternal  and 
infant  mortality.  In  an  urban  center  in  North  Carolina  a prenatal 
service  was  established  that  provided  adequate  prenatal  care  for 
indigent  patients.  These  women  were  delivered,  however,  by  physi- 
cians in  the  home  and  in  the  hospital  without  adequate  supervision. 
The  result  of  this  experiment  over  a period  of  several  years  proved 
that  prenatal  care  alone  is  not  sufficient.  Prenatal  care  is  essential 
and  productive  of  much  good,  but  it  must  be  followed  up  by  careful 
supervision  during  delivery  and  the  postnatal  period  if  it  is  to  be  of 
real  value. 

Professional  resources  necessary  for  adequate  care.— Good  maternal 
and  child  care  entails  the  following : Trained  professional  personnel, 
suitable  hospital  facilities  for  complicated  and  other  selected  cases, 
and  a good  home  environment.  In  the  final  analysis  the  maternal 
and  infant  care  that  will  be  rendered  to  our  people  must  depend  upon 
the  professional  personnel.  The  physician  is  and  always  will  be 
responsible  for  the  care  rendered  to  the  mother  and  her  baby.  His 
education,  experience,  and  skill  must  be  directly  reflected  by  his 
ability  to  provide  good  care.  Unlike  a commodity  that  can  always 
be  manufactured  with  the  same  perfection  by  a machine,  medical 
care  must  always  remain  an  individual  service.  Like  all  other  indi- 
vidual services,  such  as  that  provided  by  the  minister  or  the  lawyer, 
the  character  of  that  service  must  vary  with  the  individual 
rendering  it. 

The  family  practitioner  in  charge  of  an  obstetric  patient  may  be 
in  need  of  consultation  when  complications  arise.  His  inability  to 
cope  with  these  complications  is  no  reflection  on  his  training,  for  in 
all  likelihood  he  has  made  the  most  of  his  opportunities  but  they 
have  not  been  sufficient  to  prepare  him  to  meet  these  emergencies. 
He  must  thus  avail  himself  of  the  services  of  a specialist  as  a con- 
sultant. Needless  to  say,  the  consultant  should  be  thoroughly  trained 
in  obstetrics  or  pediatrics  in  all  its  phases  to  render  adequate  service 
to  the  patient  and  her  physician. 

The  services  of  a nurse  specially  trained  in  these  fields  are  essential 
to  good  work  on  the  part  of  the  physician.  The  nurse  is  responsible 
for  the  many  special  nursing  details  that  enter  into  the  conduct  of 
pregnancy  and  labor.  Upon  her  ability  and  training  depends,  to  a 
large  extent,  the  quality  of  the  medical  care  rendered  to  the  patient 
by  her  physician. 

A trained  medical  social  worker  will  be  able  to  integrate  the  various 
services  rendered  the  patient  so  that  they  function  smoothly  and 
result  favorably. 

The  ability  to  provide  good  care  depends  on  the  locality  and  the 
available  facilities.  It  is  easiest  to  provide  good  care  in  a specialized 
maternity  hospital  equipped  with  all  the  refinements  that  simplify 
and  safeguard  the  practice  of  obstetrics  and  pediatrics.  It  is  more 
difficult  to  provide  good  care  in  thq  improvised  maternity  service  of 
the  small  general  hospital,  where  many  extraneous  influences  compli- 
cate the  problem  further.  It  is  most  difficult  to  provide  good  care 
to  women  living  in  sparsely  settled  rural  areas,  far  removed  from 
physician  and  hospital. 
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Although  the  majority  of  women  are  still  delirerecl  in  their  own 
homes,  desirable  hospital  facilities  are  necessaiA’  for  the  treatment 
of  complications  that  may  arise^  Certain  safeguards  must  surround 
a maternity  ward  or  hospital.  If  it  is  isolated  architecturally,  these 
safeguards  are  easier  to  institute  and  maintain.  There  are  only  125 
maternity  hospitals  in  the  United  States,  of  which  few  are  large 
enough  to  maintain  an  adequate,  thoroughly  trained  personnel.  Most 
of  the  general  hospitals  maintain  maternity  services,  l3ut  these  provide 
s]Decial  problems. 

A maternity  ward  in  a general  hospital  must  be  sufficiently  isolated, 
architecturally  if  possible,  from  the  rest  of  the  hospital  to  avoid  the 
likelihood  of  a spread  of  infection  from  patient  to  patient.  It  should 
have  its  own  operating  room,  as  well  as  delivery  room,  in  which 
major  complications  amenable  to  surgical  intervention  can  be  treated. 
It  should  have  trained  personnel  who  can  carry  out  the  special  tech- 
nique necessary  for  the  best  care  of  obstetric  patients.  It  should 
provide  sufficient  nursery  facilities,  adequately  segregated  and  in 
charge  of  specially  trained  personnel,  for  the  care  of  the  newborn 
babies.  It  should  provide  rigid  isolation  facilities  for  the  mother 
or  baby  who  enters  the  hospital  with  an  infection  or  develops  one  in 
the  hospital. 

It  is  obvious  that  a good  home  enviromnent  is  an  aid  to  better 
maternal  and  child  care  in  that  the  majority  of  mothers  are  still 
delivered  in  their  homes.  Statistics  prove  that  the  poorer  the  home 
environment,  the  more  difficult  it  is  to  carrv  out  the  necessarv 
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procedures  safely  and  advantageously  for  the  patient. 

Professional  resources  availahle  today. — Professional  resources 
varv  considerablv  dependino’  on  the  localitv.  In  rural  areas  at 

least  one  out  of  five  confinements  is  managed  ov  untrained  attend- 
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ants.  These  may  include  midwives  with  little  or  no  experience. 
Obviouslv,  it  is  desirable  to  have  a medical  attendant  present  at  everv 
delivery.  The  sparsely  settled  parts  of  our  country  have  too  few 
physicians  to  make  this  possible  at  the  present  time.  The  bureau 
of  medical  economics  of  the  American  Medical  Association  reported 
that  in  1936  there  were  233  counties  in  which  there  were  more  than 
2,000  pei*sons  per  physician.  Furthermore,  in  19  counties  there  was 
no  physician.  In  these  rural  areas  distances  are  great  and  acces- 
sibility to  physicians  difficult. 

The  family  physician  has  not  had  the  opportunity  to  obtain  a 
thorough  training  in  obstetrics.  Medical  schools  have  not  provided 
him  with  sufficient  background  in  this  field  so  that  he  can  give 
adequate  care.  He  must,  therefore,  rely  on  his  own  resources  and 
on  what  little  experience  he  has  been  able  to  obtain  in  private 
practice.  He  attends  most  of  his  deliveries  with  fear  and  trepida- 
tion, hoping  that  nature  will  be  kind  and  that  the  process  will  be 
normal.  TVlien  an  emergency  arises  he  does  what  he  can  with  his 
limited  knowledge  and  often  without  suitable  facilities  and  help. 

Economically  the  family  physician  camiot  afford  to  give  adequate 
care  to  Ms  obstetric  patients.  He  is  poorly  compensated  for  obstetric 
cases  in  rural  areas.  The  long  hours  that  have  to  be  expended  in 
the  proper  conduct  of  these  cases  are  a wear  on  his  physical  self 
and  a drain  on  his  professional  time.  He  often  resorts  to  needless 
surgery  to  hasten  a labor  that  would  have  eventuated  normally. 
These  surgical  procedures  by  people  poorly  qualified  to  do  operative 
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obstetrics  increase  tlie  number  of  complications  and  the  ultimate 
mortality. 

The  conscientious  physician  who  is  in  need  of  consultation  in  the 
rural  areas  usually  calls  in  the  general  surgeon.  In  most  such 
localities  a trained  specialist  in  obstetrics  is  not  available.  The 
surgeon  views  every  obstetric  problem  as  a surgical  procedure.  He 
has  had  little  or  no  experience  in  the  conduct  of  labor,  so  that  he 
can  rarely  determine  the  cause  of  the  difficulty  and  more  rarely 
institute  the  proper  treatment.  He  knows  that  Cesarean  section 
is  a way  out  of  the  emergency.  This  results  in  an  increased  inci- 
dence of  abdominal  delivery  with  its  inevitable  high  mortality. 
This  problem  assumes  added  importance  because  deaths  after 
Cesarean  section  contribute  markedly  to  the  maternal  mortality. 
Lynch,  in  a recent  study  of  a selected  area,  showed  that  Cesarean 
operations  were  responsible  for  one-fourth  of  all  the  maternal  deaths 
after  the  seventh  month  of  pregnancy. 

Hospital  facilities  are  often  inaccessible  in  rural  areas.  Many  of 
the  complications  of  pregnancy  are  most  satisfactorily  treated  in  an 
institution.  Modern  treatment  demands  the  hospitalization  of 
patients  who  bleed  in  the  last  trimester  of  pregnancy.  The  care 
of  such  patients  in  the  home  must  always  result  in  mortality  be- 
cause of  a lack  of  proper  facilities.  It  is  true  that  the  improvement 
of  roads  has  made  hospitals  more  accessible,  but  there  are  vast, 
sparsely  settled  areas  in  which  it  may  be  necessary  to  transport  a 
patient  75  or  100  miles  in  order  to  reach  a hospital.  Furthermore, 
many  rural  hospitals  are  not  suitable  for  the  care  of  maternity 
cases.  They  do  not  provide  sufficient  isolation  from  other  patients 
in  the  hospital  who  have  serious  infections.  They  do  not  provide 
a sufficiently  trained  personnel.  They  do  not  provide  suitable  nurs- 
ery facilities  to  make  them  safe  for  newborn  babies.  Indeed,  au- 
thorities in  this  specialty  have  maintained  that  it  is  safer  for  the 
patients  to  be  delivered  in  the  home,  even  though  complications 
arise,  than  in  many  of  the  available  hospitals.  The  problem  in 
urban  centers  varies  considerably.  The  general  practitioner  de- 
livers too  few  patients  to  develop  obstetric  judgment  and 
economically  he  can  ill  afford  to  refer  these  patients  to  specialists. 
When  one  considers  the  fact  that  serious  obstetric  complications 
occur  rather  rarely,  one  can  realize  the  large  number  of  patients 
the  average  attendant  would  have  to  see  in  order  to  develop  sufficient 
skill  to  treat  these  complications.  The  well-trained  specialist  rarely 
practices  in  small  urban  centers,  for  it  is  usually  necessary  that  he 
select  a town  of  over  100,000  population  in  order  that  he  can  confine 
his  work  to  the  specialty.  The  general  practitioner  in  the  small 
urban  center,  therefore,  does  not  have  consultation  service  to  assist 
him  and  to  help  him  develop  good  obstetric  judgment.  Hospital 
facilities  may  likewise  be  inadequate  for  the  reasons  previously 
enumerated.  Even  in  large  hospitals  in  large  cities  facilities  for  the 
care  of  the  newborn  have  been  found  to  be  grossly  inadequate.  This 
has  recently  been  brought  to  our  attention  by  the  outbreak  of  serious 
epidemics  among  the  newborn  in  two  large  hospitals  in  a large  mid- 
western  metropolitan  center. 

It  is  true  that  in  a few  of  our  largest  cities  obstetric  centers  are 
available  wherein  the  best  accepted  practice  in  this  field  is  carried 
out.  There  are  usually  maternity  wards  and  hospitals  affiliated  with 
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medical  colleges.  It  is  here  that  the  professional  personnel  is  being 
trained.  These  institutions  represent  the  bulwarks  of  good  obstetrics. 

The  problem  of  improving  our  professioruil  resources. — The 
problem  of  improving  our  professional  resources  must  begin  with 
our  medical  students.  They  are  the  practitioners  of  the  future,  and 
improved  medical  care  in  any  field  must  depend  on  their  education, 
ability,  and  training.  At  best,  undergraduate  medical  schools  can 
onl}"  lay  the  ground  work  for  obstetrics  and  pediatrics. 

The  education  of  our  medical  students  has  been  and  still  is  totally 
inadequate  to  prepare  them  to  be  safe  attendants  during  cliildbirth. 
The  council  of  medical  education  and  hospitals  of  the  American 
Medical  Association  at  its  last  meeting  in  1937  reported  that  “the 
teaching  of  obstetrics  is  at  a lower  level  than  that  of  the  other  major 
clmical  departments.  Comparatively  few  schools  offer  to  their 
students  an  adequate  practical  experience  under  competent  super- 
vision.” Inasmuch  as  the  large  majority  of  medical  students  will 
practice  obstetrics,  this  represents  a serious  indictment. 

Undergraduate  education  in  obstetrics  should  include  thorough 
ground  work  in  this  field.  Ideally  the  student  should  be  in  attend- 
ance on  at  least  50  to  100  confinements  in  the  home  and  in  the  hospital 
in  addition  to  having  experience  in  the  prenatal  and  postnatal  clinics. 
Even  though  he  has  had  this  clinical  experience,  he  may  still  miss 
seeing  some  of  the  major  serious  complications,  such  as  placenta 
previa  or  eclampsia,  for  they  occur  once  in  200  or  300  deliveries. 
Contrast  this  with  what  the  grade  A medical  schools  are  providing 
for  their  students.  There  are  some  schools  that  do  not  require  the 
student  to  deliver  any  patients  before  graduation.  In  a number  of 
the  schools  the  student  is  responsible  for  from  2 to  15  deliveries.  In 
only  a small  group  of  the  institutions  does  the  student  have  an  op- 
portunity to  take  part  in  more  than  15  deliveries.  This  inadequate 
clinical  training  provided  the  student  is  undoubtedly  due  to  the 
failure  of  administrative  authorities  to  provide  access  to  a sufficient 
amount  of  clinical  material. 

It  is  not  only  necessary  to  provide  sufficient  clinical  material  for 
proper  student  training,  but  that  training  must  be  supervised  by 
competent  instructors.  On  some  of  the  out-patient  services  used  for 
teaching,  students  are  sent  into  the  homes  to  deliver  patients  with- 
out supervision.  They  can  usually  call  on  some  individual  if  diffi- 
culty arises.  These  deliveries  have  little  teaching  value.  Every 
delivery  attended  by  a student  should  be  in  charge  of  a competent 
instructor.  Xeedless  to  say,  a nurse  should  accompany  doctor  and 
student  so  that  she  too  can  learn,  as  well  as  aid  in  the  technique  of 
the  delivery.  IVhen  competently  supervised,  the  care  of  obstetric 
patients  in  their  own  homes  can  be  made  an  integral  part  of  good 
obstetric  education. 

At  the  present  time  in  many  schools  the  student  after  graduation 
is  required  to  serve  an  internship  before  receiving  the  M.  D.  degree. 
In  some  of  the  States  this  year  of  clinical  work  is  required  by  the 
State  board  of  examiners.  This  training  need  not  include  obstetrics, 
so  that  unless  the  student  selects  obstetrics  he  will  have  no  additional 
training  during  this  period.  It  may  be  highly  desirable  to  include 
several  months  of  obstetrics  in  a rotating  intern  service,  particularly 
if  the  doctor  intends  to  care  for  obstetric  patients  and  their  newborn 
babies.  A survey  of  the  medical  graduates  of  1936  indicated  that 
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only  22  percent  of  them  were  receiving  some  clinical  obstetric  train- 
ing during  their  internships,  but  63  percent  wished  to  receive  addi- 
tional training.  Furthermore,  72  percent  of  the  doctors  planned  to 
include  obstetrics  in  their  medical  practice.  It  is  thus  self-evident 
that  many  of  the  young  medical  practitioners  entering  practice  today 
are  not  equipped  to  provide  adequate  care  for  mothers  and  babies. 

The  general  practitioner  delivers  the  vast  majority  of  the  babies 
and  will  continue  to  do  so.  Any  extension  of  the  present  service 
to  mothers  and  babies  must  include  the  family  physician.  It  is  thus 
essential  that  his  education  be  continued  and  extended.  The  goal 
should  be  the  development  of  a safe  practitioner  and  not  a specialist. 
It  would  be  highly  advantageous  if  opportunities  were  provided  for 
frequent  short  periods  of  additional  training.  The  refresher  courses 
that  have  been  in  vogue  in  many  of  the  States  during  the  past  few 
years  are  highly  desirable  and  should  be  continued.  They  must  con- 
tinue, however,  to  be  elementary.  They  are  useful  in  helping  to  de- 
velop an  appreciation  of  the  specialty  and  in  creating  a desire  on  the 
part  of  the  general  practitioner  to  seek  further  and  more  adequate 
training.  Furthermore,  they  are  useful  in  helping  the  physician  to 
keep  abreast  of  advancements  in  medical  science.  Needless  to  say, 
a series  of  four  or  five  lectures  Avill  not  qualify  the  physician  as 
an  obstetrician,  but  they  do  help  in  clearing  up  many  ideas  and  in 
inculcating  a wholesome  respect  for  the  physiology  of  pregnancy  and 
labor. 

The  facilities  for  the  training  of  specialists  must  be  expanded. 
There  are  very  feAV  institutions  in  America  Avhere  a young  graduate 
can  obtain  even  a year’s  training  in  obstetrics,  which  is  the  minimum 
time  necessary  to  secure  a working  knowledge  for  good  obstetric 
practice.  Such  an  institution  must  be  large  enough  to  provide  a 
sufficient  number  of  patients  so  that  the  student  can  haA^e  an  op- 
portunity to  have  an  intimate  contact  Avith  at  least  500  to  1,000 
])atients  during  his  training  period.  Furthermore,  all  the  work  must 
be  carefully  supervised  by  competent  instructors  in  order  that  this 
experience  may  be  of  value.  The  lack  of  suitable  opportunities  for 
the  training  of  these  graduates  is  eAudent  from  the  fact  that  the 
American  Medical  Association  lists  but  82  approved  hospitals  ad- 
mitting more  than  1,000  patients  annually  that  offer  resident  posi- 
tions in  obstetrics  or  obstetrics  and  gynecology.  Only  62  of  this 
number  offer  both  resident  and  assistant-resident  positions.  Alto- 
gether there  are  only  287  positions  listed  that  offer  1 year’s  experience 
in  obstetrics,  including  all  approved  hospitals. 

It  is  apparent  from  the  foregoing  that  if  we  are  to  make  a be- 
ginning in  the  attempt  to  provide  trained  personnel  for  the  care 
of  the  large  majority  of  our  women  and  children  we  must  provide 
opportunities  and  facilities  for  the  training  of  this  personnel.  These 
can  only  be  made  available  by  the  establishment  of  special  teaching 
centers  geographically  located  in  accordance  with  the  greatest  need. 
These  centers  must  provide  facilities  for  the  delivery  of  many 
patients  under  ideal  circumstances.  It  is  obvious  that  for  training 
in  obstetrics  a large  number  of  patients  must  be  available.  Every 
surgical  Case  entering  an  institution  represents  a major  complication, 
but  among  many  women  delivered  only  one  complicated  problem 
is  present.  These  centers  must  have  well-trained  teaching  staffs. 
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Thus,  carefully  supervised  training  of  doctors,  nurses,  and  social- 
service  workers  can  be  made  available. 

If  such  centers  can  be  established,  located  geographically  where 
they  can  do  most  good,  they  will  answer  a fivefold  purpose.  In  the 
first  place,  they  will  provide  opportunities  for  extending  under- 
graduate medical  education  to  the  student.  Universities  with  the 
best  faculties  and  the  best  students  cannot  teach  medicine  without 
patients,  and  one  of  the  most  serious  problems  confronting  medical 
schools  today  is  the  securing  of  sufficient  clinical  material  for  ade- 
quate student  teaching.  In  the  second  place,  the  centers  will  provide 
facilities  for  the  continued  education  of  the  general  practitioner. 
Short  clinical  courses  can  be  made  available  to  him  under  ideal  cir- 
cumstances. In  the  third  place,  these  centers  will  provide  an  oppor- 
tunity for  the  training  of  the  special  personnel  necessary  in  carrying- 
out  any  extension  of  present  medical  care.  Opportunities  can  be 
provided  for  the  training  of  men  and  women  who  will  devote  their 
professional  endeavors  to  the  care  of  mothers  and  babies.  Special- 
ists in  this  field  should  have  at  least  3 to  5 years  of  well-supervised 
graduate  work.  In  the  fourth  place,  the  centers  will  provide  the 
ideal  hospital  for  the  mother  and  her  newborn  baby  in  the  event 
that  hospitalization  is  desirable.  She  will  then  be  surrounded  by 
all  the  safeguards  that  modern  medicine  can  provide.  She  will 
be  the  ultimate  beneficiary  of  all  these  developments  in  the  interest 
of  better  medical  care  for  mothers  and  babies.  Lastly,  such  centers 
can  help  to  extend  the  frontiers  of  medicine.  They  will  make  avail- 
able facilities  for  the  study  and  investigation  of  large  numbers  of 
patients  presenting  important  problems.  They  will  provide  workers 
and  teachers  and  investigators  who  can  and  will  make  use  of  this 
concentrated  medical  work.  Better  care,  better  service,  more  ade- 
quate care,  safer  care  for  mothers  and  their  babies  must  be  the 
ultimate  result. 

Any  improvement  or  extension  of  our  medical  care  for  mothers 
and  babies  must  involve  an  additional  outlay  of  funds.  Existing 
institutions  already  labor  under  financial  handicaps.  Their  work 
is  hampered  by  lack  of  sufficient  funds  to  carry  out  many  of  the 
plans  already  under  way.  If  additional  support  is  available  and 
proper  standards  of  care  can  be  established,  much  can  be  done  to 
improve  the  quality  of  care  in  existing  institutions.  Furthermore, 
the  services  of  many  of  these  institutions  can  be  extended  to  include 
many  more  patients.  It  has  been  estimated  that  the  occupancy  of 
available  maternity  beds  is  less  than  50  percent.  Many  of  the  in- 
stitutions are  not  suitable  for  the  care  of  mothers  and  babies.  Others, 
however,  can  be  improved  and  their  services  expanded  to  meet  the 
special  needs  of  obstetrics  and  pediatrics.  Federal  aid  has  already 
made  possible  an  excellent  beginning  in  improving  the  care  of 
mothers  and  babies.  This  work  must  be  continued  and  extended. 

Chipman  has  said  that  “if  it  is  important  to  be  in  the  world  at 
all,  and  most  of  us  act  as  if  it  were,  the  manner  and  safety  of  our 
entrance  is  surely  a first  consideration.”  It  is  surely  the  concern 
of  the  Government  to  provide  for  its  future  citizens  a safe  conduct 
into  their  world.  The  future  of  America  rests  with  the  generations 
yet  to  be  born.  Let  us  continue  to  strive  for  safer  motherhood  so 
that  all  our  mothers  and  babies  may  continue  to  receive  the  best 
that  medical  care  can  offer  in  our  more  abundant  life. 
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DISCUSSION 

The  Chairman.  The  discussion  under  the  heading  of  professional 
resources  and  ability  to  provide  good  care  will  be  started  by  Dr. 
Fred  L.  Adair,  who  has  had  so  much  to  do  with  the  planning  of 
this  conference.  Dr.  Adair  is  professor  of  obstetrics  and  gynecol- 
ogy at  the  University  of  Chicago  School  of  Medicine,  chairman  of 
the  American  Committee  on  Maternal  Welfare,  and  one  of  the 
pioneers  in  the  struggle  to  improve  maternal  care  in  America. 

Dr.  Adair.  All  education  should  be  progressive  and  continuous  as 
to  both  content  and  method.  This  applies  to  the  science  and  art 
of  medicine,  where  the  advances  in  the  science  have  been  extremely 
rapid  in  the  past  two  centuries,  though  the  progress  in  the  art  has 
not  been  so  striking. 

Medical  leaders  have  been  and  are  aware  of  many  gaps  in  our 
knowledge  of  the  medical  sciences  and  have  striven  and  are  striving 
to  fill  out  the  deficiencies. 

The  art  and  science  of  obstetrics,  particularly  the  latter,  have  made 
noteworthy  progress  since  the  subsidence  of  the  special  privilege 
of  the  midwife.  Much  of  this  progress  has  been  handicapped  by 
and  accomplished  in  spite  of  religious,  popular,  and  professional 
prejudice  and  opposition. 

Against  such  antagonisms  Simpson,  the  great  obstetric  leader, 
fought  successfully  the  battle  for  the  use  of  means  of  relieving  pain 
during  labor.  Pasteur  established  the  fact  that  the  tiny  bacterium 
known  as  the  streptococcus  was  the  cause  of  deaths  from  the  then 
and  now  dreaded  puerperal  fever.  His  epoch-making  discovery  was 
greeted  with  skepticism  by  most  of  his  cynical  confreres.  Our  own 
literary  seer,  Oliver  Wendell  Holmes,  wrote  a scientific  essay  on 
the  contagiousness  of  puerperal  fever  and  met  with  the  opposition 
of  many  of  his  professional  brothers,  who  argued  that  a doctor  must 
have  clean  hands  if  he  was  a gentleman  and,  therefore,  he  could  not 
carry  such  a pestilence  to  a mother  suffering  in  labor,  blow  we  know 
from  the  work  of  Lister  and  others  that  there  is  both  surgically  and 
obstetrically  a great  difference  between  the  clean  hands  of  a gentle- 
man and  the  aseptically  clean  hands  of  the  obstetrician. 

The  leadership  of  medical  men  has  not  been  lacking  in  the  fields 
of  education  and  it  has  not  been  exclusively  in  medicine.  Phila- 
delphia was  the  nest  in  which  obstetric  education  in  this  country  was 
hatched.  Chipman,  influenced  by  his  European  medical  education 
and  his  contact  with  Simpson  and  others,  brought  ideas  regarding 
obstetric  education  and  training,  which  were  developed  in  Philadel- 
phia. To  Ballantyne,  of  Edinburgh,  goes  the  credit  for  establishing 
the  scientific  bases  of  antenatal  and  neonatal  care.  Dr.  Helen  C. 
Putnam,  of  Providence,  furnished  the  incentive  for  the  formation 
of  the  American  Association  for  the  Study  and  Prevention  of  Infant 
Mortality,  from  which  organization  was  developed  the  American 
Committee  on  Maternal  Welfare.  The  eminent  obstetric  teacher  and 
investigator,  the  late  Dr.  J.  Whitridge  Williams,  contributed  his 
energy,  time,  and  advice  to  both  these  organizations. 

While  the  time  allotted  permits  only  a short  sketch  of  some  of 
the ‘high  points  in  the  leadership  of  medical  men  in  the  field  of 
maternal  care,  I wish  to  depart  from  the  main  theme  to  stress  the 
important  part  that  the  nursing  profession  has  played  in  the  develop- 
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ment  of  the  program  for  the  conservation  of  the  health  and  lives  of 
mothers  and  their  babies.  The  example  of  the  illustrious  Florence 
Nightingale  has  brought  the  solution  for  many  complex  medical 
problems  through  the  unparalleled  development  of  nursing  education 
and  service  in  this  country.  The  medical  profession  of  this  country 
relies  upon  the  nursing  profession,  and  the  ser\uces  of  the  doctor  ami 
the  nurse  should  be  completely  cooperative,  whether  rendered  to  the 
individual  patient  or  for  the  benefit  of  the  community. 

In  times ^ past  and  to  a large  extent  at  present,  health  activities 
have  been  individualistic  and  curative,  but  there  is  a general  tend- 
ency to  shift  to  the  idea  that  prevention  and  early  detection  are  of 
greater  importance  both  individually  and  collectively,  and  the  tre- 
mendous importance  of  this  more  recent  point  of  view  cannot  be 
gainsaid. 

The  knowledge  of  how  to  obtain  good  health  and  the  willingness 
to  apply  the  remedies  prescribed  are  prime  requisites  for  the  main- 
tenance of  health  and  happiness.  It  is  desirable  that  everyone  be 
taught  the  necessary  facts  relative  to  personal  and  public  health. 
It  is  essential  that  teachers  have  the  knowledge,  the  ability,  and  the 
facilities  for  imparting  it.  If  our  citizens  desire  to  obtain  the  educa- 
tion and  the  service  necessary  to  secure  and  maintain  good  health, 
they  will  have  to  provide  the  required  facilities  for  both  the  impart- 
ing and  the  applying  of  this  specialized  knowledge. 

Medical  education  is  just  as  essential  for  the  securing  of  health 
by  the  individual  citizen  and  by  the  community  as  fundamental  edu- 
cation is  for  the  preservation  of  democracy.  General  medical  edu- 
cation and  training  in  this  art  and  science  are  just  as  requisite  for 
general  good  health  as  specialized  fundamental  education  in  obstet- 
rics is  to  the  health  and  safety  of  mothers  and  their  babies. 

Points  of  view  with  reference  to  human  relationships  are  changing 
with  the  passing  years,  and  ideas  with  reference  to  the  conservation 
of  human  lives  and  health  are  being  altered.  The  attention  of  many 
persons  who  have  realized  the  importance  of  some  of  these  problems 
to  individuals  and  to  society  has  been  focused  for  some  time  past 
upon  the  infants  and  the  mothers  of  our  country.  Our  Government 
is  not  alone  among  those  of  the  world  in  recognizing  and  attempt- 
ing to  solve  some  of  these  vital  problems. 

Medical  leadership  has  been  present,  but  new  and  changing  ideas 
do  and  should  meet  with  wholesome  opposition.  Antagonism  has 
not  been  lacking  and  will  continue  until  a satisfactory  solution  has 
been  reached.  The  inadequacy  of  maternal  and  early  infant  care  has 
been  a problem  confronting  the  medical  profession  for  a long  time. 
Some  medical  men  realized  this  many  years  ago,  but  the  active  move- 
ment for  better  prenatal  and  maternal  care  was  started  in  this  coun- 
try about  1908.  Since  then  this  program  for  securing  better  and  more 
adequate  maternal  and  infant  care  for  all  has  become  Nation-wide. 
Some  of  the  leaders  developed  the  ideas  of  combining  their  individual 
efforts  into  a collective  endeavor,  and  as  a result  in  1919  a group  of 
medical  men  who  were  intensely  interested  in  maternal  care  formed 
the  joint  committee  on  maternal  welfare,  which  since  1933  has  been 
called  the  American  Committee  on  Maternal  lYelfare. 

At  first  only  3 organizations  were  represented  and  now  -there  are 
about  20.  Of  the  original  representation  on  the  committee,  two 
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members  are  still  active  in  promoting  its  objectives.  The  component 
organizations  now  comprise  most  of  the  national  and  regional  profes- 
sional societies  that  are  interested  in  providing  better  maternal  care. 
The  representatives  of  the  various  organizations  who  serve  on  this 
committee  are  leaders  in  the  promotion  of  maternal  care  throughout 
the  country.  Some  are  teachers  of  note  in  the  field  of  obstetric  edu- 
cation. 

Through  its  activities  and  the  leadership  of  its  members  the  com- 
mittee has  been  a constant  stimulus  to  the  medical  and  nursing  pro- 
fessions and  to  lay  groups.  Some  of  its  members  have  led  in  the 
accomplishment  of  outstanding  results  in  some  States  and  localities. 
This  organization  has  continually  urged  and  encouraged  the  medical 
societies  of  the  various  States  and  counties  to  form  committees  whose 
function  would  be  to  study  and  find  the  solution  for  their  own  ma- 
ternal-care problems.  I believe  that  this  plan,  which  has  been  de- 
veloped during  the  years,  has  been  an  important  factor  in  promoting 
the  various  State  programs  for  better  maternal  care.  The  commit- 
tees of  the  medical  societies  working  with  the  various  governmental 
agencies  have  brought  about  better  understanding  and  cooperative 
effort  that  is  slowly  but  surely  securing  adequate  maternal  care  for 
the  mothers  of  this  country. 

We  realize  fully  that  various  communities  present  varied  prob- 
lems for  solution  and  that  the  persons  who  are  best  able  to  solve  them 
are  those  who  see  them  close  at  hand.  Certain  fundamental  prin- 
ciples apply  to  all,  and  any  satisfactory  solution  must  recognize  this 
fact,  but  the  details  and  the  methods  of  obtaining  the  desired  results 
vary  tremendously.  It  is  highly  desirable  that  sound  but  diverse 
plans  be  tried  under  appropriate  leadership.  It  was  with  many  of 
these  ideas  in  mind  that  the  American  Committee  on  Maternal  Wel- 
fare began  about  a decade  and  a half  ago  to  stimulate  the  formation 
of  State  and  county  committees  of  the  medical  societies  to  study  the 
local  maternal-welfare  problems  and  attempt  to  find  the  proper  solu- 
tion. Local  studies  have  been  made  and  many  factual  data  have  been 
assembled,  which  have  been  and  are  being  used  to  evolve  plans  that 
will  eventually  solve  many  of  these  troublesome  but  vital  problems. 

Adequate  maternal  care  depends  for  its  success,  of  course,  upon  the 
general  progressive  education  of  all  those  who  are  either  to  give  or 
to  receive  this  service.  It  should  be  given  to  all  the  mothers  of  this 
country  in  as  nearly  perfect  a manner  as  possible.  It  can  be  given 
only  by  doctors  and  nurses  who  know  what  to  do  and  how  to  do  it. 

Over  a period  of  nearly  20  years,  with  these  ends  in  view,  our  com- 
mittee has  carried  on  extensive  correspondence,  circulated  pamphlets, 
and  held  numerous  meetings  of  committee  members;  in  addition  it 
has  held  three  successful  annual  meetings  with  formal  programs. 
Our  total  expenditure  in  money  has  been  about  $3,000 ; in  volunteer 
time  and  energy  a tremendous  amount  has  been  given. 

With  so  little  money  available  we  have  been  unable  so  far  to  at- 
tempt lay  education.  Recently,  however,  we  have  sponsored  and 
developed  a sound-on-film  movie,  ‘‘The  Birth  of  a Baby,”  which  we 
believe  to  be  something  new  and  valuable  in  lay  education  relative 
to  maternal  care  and  in  rational  education  regarding  sex.  We  are 
struggling  to  bring  this  picture  to  the  attention  of  the  mature  minds 
of  the  public. 
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Our  committee  members  are  now  promoting  the  American  Con- 
gress on  Obstetrics  and  Gynecology,  which  will  be  held  in  September 
1939.  The  objective  of  this  congress  is  prunarily  education  for  all 
professional  groups  who  are  directly  interested  in  maternal  care 
and  problems  of  human  reproduction.  We  are  interested  in  promot- 
ing better  obstetric  education  for  doctors,  nurses,  and  others  who 
are  concerned  with  maternal  care.  This  education  should  not  cease 
when  the  doors  of  the  schools  close  behind  the  recent  graduates; 
it  must  be  continuous  and  progressive  in  order  to  secure  the  best 
type  of  maternity  service;  and  it  must  inculcate  the  point  of  view 
that  maternal  care  is  preventive  as  well  as  curative  and  that  it  is 
for  the  benefit  of  both  society  and  the  individual  mother. 

The  Chaikmax.  The  discussion  will  be  continued  by  Miss  Hazel  A. 
Corbin,  general  director  of  the  Maternity  Center  Association,  Xew 
York  City,  and  for  many  years  a leader  in  the  effort  to  bring  before 
the  public  the  need  for  better  care  for  mothers.  In  recent  years  one 
of  her  main  interests  has  been  education  of  nurses  and  nurse- 
midwives. 

Miss  CoRBix.  Better  care  for  mothers  and  babies — that’s  what  we 
are  here  to  talk  about,  and  that  implies  that  the  care  is  not  what  it 
should  be.  The  implication  is  correct.  There  have  been  other  meet- 
ings such  as  this.  We  come  and  are  stirred  to  the  depths  by  the 
thought  of  mothers  and  babies  dying  or,  even  worse,  invalided  for 
life  from  lack  of  care.  Then  we  go  home  and,  as  far  as  results  indi- 
cate, we  forget.  It  is  strange  that  we  do  that.  Basic  to  all  in  life 
is  birth,  and  it  should  be  surrounded  by  every  known  safeguard. 

YTiat  do  we  need  from  nurses  in  this  safe  care  we  are  striving 
toward?  YTiether  it  is  in  home  or  hospital,  we  need  cleanliness, 
the  very  essence  of  it,  from  nurses  who  know  the  needs  of  the  mother 
during  pregnane}^,  labor,  delivery,  and  the  needs  of  the  mother  and 
baby  during  that  first  month  that  follows.  Then  it  is  that  babies 
die  from  manhandling,  neglect,  cold,  and  a thousand  other  products 
of  ignorance. 

“But  haven’t  we  nurses  sufficient  in  number  and  qualified  to  provide 
safe  care?”  you  ask,  and  I tell  you  “Xo;  a thousand  times,  no.” 
It  is  impossible  to  divorce  any  discussion  of  nursing  from  the  other 
resources  essential  for  safe  maternity  care,  because  the  chain  is  only 
as  strong  as  its  weakest  link.  Good  nursing  care  combined  with 
poor  medical  care  or  ]30or  hospital  care,  or  any  other  combination 
of  good  and  poor  care,  is  what  results  in  our  daily  toll  of  preventable 
deaths  of  mothers  and  babies.  All  care  must  be  good.  In  too  many 
hospitals  from  coast  to  coast  of  this  great  country,  all  three  are  poor — 
poor  medical  service,  poor  nursing  service,  in  substandard  hospitals. 

About  half  the  mothers  are  delivered  in  hospitals;  the  others  in 
their  homes.  The  nurses  who  nurse  them  give  the  quality  of  care 
they  learned  to  give  in  our  hospitals — and  so ! 

Perhaps  you  are  asking  yourselves : “Haven’t  we  schools  of  nursing  ? 
Aren’t  nurses  licensed  to  practice?”  The  good  schools  of  nursing  I 
can  count  on  mv  fingers.  But  we  have  hundreds  of  schools  of  nurs- 
ing  that  operate  not  primarily  to  teach  nurses,  as  their  name  implies. 
Xo,  they  operate  primarily  to  get  cheap  nursing  service  for  a hospi- 
tal. And  it  is  cheap  in  quantity  and  quality. 
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But  the  community  pays,  both  ethically  and  in  dollars  and  cents. 
It  exploits  the  sick ; it  exploits  mothers  and  babies ; it  exploits  student 
nurses.  They  do  not  know  that  before  entering  a school  of  nursing 
they  should  ask  such  questions  as  this : “Do  you  have  an  adequate 
budget  for  your  school  of  nursing,  separate  from  your  hospital  bud- 
get, or  is  this  school  operated  by  the  hospital  to  provide  cheap 
nursing  service?”  Do  you  in  this  audience  know  the  answer  for  the 
hospital  in  your  community? 

Every  State  licenses  nurses  to  practice.  State  requirements  differ, 
but  in  New  York  State,  where  37,000  licensed  nurses  practice,  40,000 
unlicensed  nurses  also  practice,  and  the  public  has  no  way  to  tell  one 
from  the  other 

Now  what  should  we  do  about  it?  That  question  has  been  an- 
swered. Years  ago  the  w^ell-known  Rockefeller-Winslow-Goldmark 
report  told  us  what  to  do.  The  1930  White  House  Conference  report 
says  in  effect : “Our  survey  shows  that  nurses  now  practicing  know 
practically  nothing  about  the  essentials  of  safe  maternity  care.”  And 
there  followed  recommendations  as  to  how  to  improve  this.  The 
committee  that  studied  methods  and  practices  in  nursing  schools  all 
over  the  country  pointed  out  in  printed  reports  the  flaws  and  the 
remedies.  The  Standard  Curriculum  for  Schools  of  Nursing,  pub- 
lished by  the  National  League  of  Nursing  Education  in  1919,  outlined 
standards  for  nursing  instruction  that  today,  nearly  20  years  later, 
are  not  applied  in  practice.  A Curriculum  Guide  for  Schools  of 
Nursing,  published  in  1937  by  the  National  League  of  Nursing  Edu- 
cation and  prepared  by  the  ablest  authorities  on  nursing  education 
in  the  country,  outlines  in  detail  the  what  and  how  of  teaching  nurses 
obstetric  nursing.  If  the  standards  outlined  in  this  Curriculum 
Guide  were  put  into  practice  in  all  our  schools  of  nursing  all  over 
the  country,  it  would  revolutionize  the  teaching,  and  in  a few  short 
years  nurses  graduating  from  these  schools  would  know  maternity 
nursing  at  its  best. 

Until  enough  of  these  well-qualified  nurses  are  available  to  give 
better  care  to  mothers  and  babies,  we  must  go  on  with  our  patching- 
up  programs.  The  nurses  now  in  the  field  will  do  a large  share  of 
maternity  nursing  for  years  to  come.  They  must  have  added  educa- 
tion in  maternity  care.  This  means  postgraduate  courses.  Those 
now  are  inadequate  and  in  most  instances  given  primarily  to  get 
cheap  graduate-nursing  service  for  the  hospitals. 

You  ask  what  we  as  citizens  can  do  about  anything  so  complex?  In 
any  community  the  work  is  as  good  as  the  workers,  and  the  standards 
of  the  workers  and  the  services  represent  what  the  community  asks 
of  them.  When  you  in  your  communities  decide  that  maternity  must 
be  made  safe  for  mothers  and  babies,  you  will  not  permit  these  ex- 
ploitations. You  will  organize  a committee  for  safe  maternity  care 
and  together  with  doctors,  nurses,  hospital  officials,  and  health 
officers — 


1 The  new  Nurses’  Practice  Act  of  New  York  (Laws  of  1938,  ch.  472),  which  became 
effective  on  July  1,  1938,  prohibits  anyone  from  nursing  for  hire  unless  licensed  as  a “reg- 
istered professional  nurse”  or  as  a “practical  nurse.”  Provision  is  made  for  temporary 
licenses,  valid  until  July  1,  1940,  for  those  nurses  now  practicing. 


MONDAY,  JANUARY  17— AFTERNOON  SESSION  57 

You  will  work  to  stop  the  operation  of  substandard  hospitals  that  give 
dangerous,  incompetent,  and  unclean  service  to  maternity  patients. 

You  will  work  to  stop  the  operation  of  schools  of  nursing  that  do  not 
function  primarily  to  educate  nurses. 

You  will  work  to  stop  the  practice  of  women  who  pose  as  graduate  nurses. 

You  will  work  to  prevent  mothers  from  becoming  the  innocent  victims  of 
incompetent  medical  and  nursing  practice  and  below-standard  hospitals. 

We  have  resources  in  this  country.  We  have  obstetricians  second 
to  none  in  the  world.  We  have  some  nurses,  not  enough,  who  are 
well  qualified.  We  have  money;  we  have  physical  equipment;  we 
have  official  and  voluntary  health  agencies.  Yes,  we  have  these 
things,  but  we  have  much  more.  We  have  a Nation  made  up  of 
people  who  never  fail  to  respond  to  a call  for  help  from  those  in 
need.  And  what  is  greater  than  all  of  these,  we  have  young  men 
and  women  graduating  from  our  colleges  each  year,  filled  wuth  the 
desire  to  serve  and  interested  in  medicine  and  nursing. 

Let  us  harness  all  these  resources  together  and  answer  the  call 
of  the  mothers. 

The  Chairman.  Miss  Corbin  has  discussed  professional  resources, 
and  the  subject  will  be  presented  further  by  Dr.  George  M.  Lyon,  who 
is  a prominent  pediatrician  in  Huntington,  W.  Va.  He  is  chairman 
of  the  committee  on  postgraduate  education  of  the  American  Acad- 
emy of  Pediatrics. 

Dr.  Lyon.  From  many  reliable  indexes  it  is  obvious  that  better 
care  for  mothers  and  babies  is  unlikely  to  be  as  widespread  as  desired 
unless  there  can  be  provided  an  effective  means  of  continuing  medi- 
cal education  for  physicians  so  situated  geographically  and  eco- 
nomically today  that  such  service  is  not  reasonably  available  to  them. 
It  seems  equally  obvious  that  there  will  have  to  be  different  types 
of  programs  to  reach  the  physicians  of  different  communities,  for 
communities  vary  widely  in  their  make-up  and  in  the  opportunities 
presented  for  continuing  medical  education.  It  has  been  an  encour- 
aging sign  to  see  within  the  past  year  an  increased  number  of  teach- 
ing centers  announcing  short  review  courses  in  pediatrics  and  in  ob- 
stetrics. There  has  also  been  a noteworthy  falling  off  in  the  number 
of  short  courses  that  permitted  the  enrollee  to  announce  himself  as 
a pediatric  or  obstetric  specialist  after  a few  weeks’  attendance  in 
the  course.  This  is  a desirable  trend. 

During  the  past  2 years  there  has  been  a widespread  development 
of  extension  courses  in  obstetrics  and  pediatrics  aimed  primarily  at 
the  assistance  of  physicians  handicapped  as  to  their  opportunity  for 
i continuing  their  medical  interests  in  these  fields.  These  courses  have 
been  developed  through  cooperation  with  the  State  medical  societies 
! and  the  State  departments  of  public  health  and  represent  a type  of 
cooperative  effort  that  should  be  encouraged  in  other  fields  of  public- 
I health  endeavor.  The  development  of  these  extension  courses  has 
! been  one  of  the  outstanding  accomplishments  in  the  field  of  maternal 
and  child-health  protection.  It  has  been  productive  of  good,  the 
value  of  which  cannot  be  fully  appreciated  at  the  moment.  True, 
there  is  much  yet  to  be  learned  about  more  effective  means  of  con- 
ducting these  extension  education  services  to  physicians,  but  rapid 
strides  are  being  made  and  within  a few  years  this  should  be  one 
of  the  most  productive  forces  at  our  disposal  for  the  proihotion  of 
better  maternal  and  child-health  protection.  I want  to  make  a plea 
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for  an  even  more  generous  support  of  this  program  in  the  future. 
As  yet  we  have  no  adequate  yardstick  with  which  to  measure  the 
effectiveness  of  this  educational  endeavor,  but  I wish  that  it  were  pos- 
sible to  present  before  you  here  today  at  this  conference  some  of 
the  appreciative,  earnest  physicians  who,  deprived  of  proximity  to 
inspiring  medical  centers  and  working  long  hours  daily  in  arduous 
physical  toil  in  their  not-so-profitable  rural  practices,  have  been 
deeply  moved  by  the  brief  opportunity  brought  to  them  by  an  exten- 
sion course  of  this  type.  You  would  not  question  the  value  of  such 
endeavor  if  you  could  enjoy,  as  others  and  as  I have  done,  the  great 
pleasure  of  taking  to  these  handicapped  physicians  bits  of  simple 
information  that  aid  them  materially  in  the  care  of  the  newborn, 
in  the  problems  of  growth  and  development,  and  in  preventive  pediat- 
rics. We  can  see  that  we  are  helping  them,  and  that  by  going  over 
their  common  problems  we  are  easing  their  pediatric  burdens  and 
making  better  care  for  babies  a simpler  and  more  readily  achieved 
practice. 

It  is  to  be  remembered  that  prior  to  the  activity  of  the  Children’s 
Bureau  in  fostering  the  development  of  such  extension  courses  many 
State  medical  societies  appreciating  such  a need  had  developed  and 
financed  programs  of  one  sort  or  another  aimed  at  an  extension 
type  of  postgraduate  instruction  for  physicians  removed  from  medi- 
cal centers.  Pediatrics  and  obstetrics  did  not  play  a very  prominent 
part  in  any  of  these  programs,  which  were  devoted  mainly  to  prob- 
lems of  general  clinical  medicine.  In  the  development  of  such  ex- 
tension courses  in  obstetrics  and  in  pediatrics,  with  Government 
aid,  a movement  born  within  the  medical  profession  itself  was  fur- 
thered. Indeed,  at  first  it  was  a little  confusing  to  physicians  to 
tliink  that  the  Government  would  aid  in  bringing  to  them  postgrad- 
uate instruction  in  pediatrics  and  obstetrics.  Each  year  will  find 
a greater  appreciation  on  the  part  of  the  physicians  and  a more 
effective  utilization  of  the  educational  services  provided.  This  pro- 
gram has  engendered  a kindly  feeling  between  the  physicians  them- 
selves and  the  cooperating  governmental  agencies,  a feeling  that  will 
doubtless  do  much  to  further  a readier  acceptance  of  reasonable 
programs  for  better  care  of  mothers  and  babies.  During  the  fiscal 
year  1937  more  than  6,000  physicians  attended  postgraduate  courses 
in  obstetrics  and  more  than  5,000  attended  postgraduate  courses  in 
pediatrics. 

The  care  of  the  newborn  should  be  one  of  the  most  important  phases 
of  the  pediatric  extension  course.  It  is  one  in  which  there  is  gen- 
erally a great  interest,  for  physicians  as  a rule  realize  their  handicap 
in  the  care  of  the  newborn.  Of  course,  the  vast  majority  of  the 
physicians  attending  these  courses  deliver  mothers  in  rural  homes 
rather  than  in  hospitals. 

The  obstetric  and  nursery  services  in  most  of  the  small  general 
hospitals  in  the  five  States  with  which  I am  most  familiar  are  woe- 
fully inadequate.  There  should  be  some  general  movement  to  bring 
up  to  a fairly  adequate  level  the  minimum  standards  of  the  nurseries 
in  all  the  small  general  hospitals.  This  might  be  done  by  a form  of 
certification  developed  through  a group  representing  the  appropriate 
medical,  obstetric,  pediatric,  and  hospital  organizations.  Wdien  a 
nursery  is  certified  as  possessing  certain  equipment  and  as  employing 
the  proper  number  of  properly  trained  personnel,  then  this  nursery 
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should  be  broadly  advertised  to  the  lay  public  as  a place  where 
acceptable  nursing  service  is  to  be  had  for  the  newborn. 

As  public-health  education  increases,  and  as  better  obstetric  and 
newborn  care  is  desired  by  the  laity,  it  is  important  that  means  be 
developed  whereby  the  laity  may  be  assured  of  obtaining  from  the 
hospital  to  be  entered  at  least  a reasonably  good  minimum  of  ade- 
quate obstetric  delivery-room  service  and  of  nursery  service  for  the 
newborn,  including  for  each  service  adequate  facilities  of  plant  and 
equipment  and  a nonmedical  staff  of  appropriate^numbers,  properly 
trained.  The  improvement  of  nursery  services  for  the  newborn  is 
one  of  the  most  important  problems  facing  us  today  in  the  small 
general  hospitals. 

The  Chairman.  The  closing  speaker  in  this  brief  discussion  period 
will  be  Dr.  C.  Rufus  Rorem.  Dr.  Rorem  is  director  of  the  commit- 
tee on  hospital  service  of  the  American  Hospital  Association  and  is 
an  authority  on  hospital  organization  and  administration. 

Dr.  Rorem.  I would  like  to  make  my  contribution  to  this  discus- 
sion by  shifting  the  emphasis  from  the  clinical  or  technical  phases 
to  the  economic  and  social  aspects  of  maternal  and  child  health.  I 
do  not  wish  to  imply  that  the  clinical  and  professional  phases  of  the 
care  of  mothers  and  babies  are  unimportant;  in  fact  they  are  so  im- 
portant that  their  appraisal  must  be  made  only  by  qualified  profes- 
sional groups.  Standards  of  medical  and  hospital  care  should  be 
improved  in  every  possible  way.  Hospitals  in  their  service  and  educa- 
tional programs  should  not  exploit  students  or  graduate  nurses.  Pro- 
fessional groups  should  not  exploit  the  hospitals  or  other  medical 
institutions. 

From  the  public  point  of  view  the  problem  of  better  care  for 
mothers  and  babies  is  not  merely  one  of  improving  the  existing 
standards  of  medical  care  and  health  service.  It  also  includes  the 
task  of  getting  the  available  services  to  the  people.  The  task  is  not 
merely  to  “make  the  jam,”  but  to  “get  it  off  the  shelf.”  It  is  in  this 
latter  aspect  of  the  problem  that  I have  been  concerned  as  a student 
of  hospital  administration  and  as  an  economist  representing  the  point 
of  view  of  the  general  public. 

The  recent  years  have  witnessed  two  definite  trends  in  the  care 
of  the  sick  including  obstetrical  and  child-health  services.  The  first 
' observable  trend  is  an  increasing  use  of  institutional  care  for  mater- 
nal and  child-health  service.  The  proportion  of  births  in  hospitals 
i has  increased  from  year  to  year  and  the  well-administered  maternity 
i hospital  or  obstetrical  division  of  a general  hospital  is  regarded  as 
I the  place  where  the  best  quality  of  obstetrical  care  can  be  obtained 
i in  each  community. 

It  has  been  explained  here  today  that  adequate  obstetrical  service 
I can  be  rendered  in  the  home  for  the  normal  delivery.  The  hospital, 
however,  is  recognized  as  the  place  for  the  care  of  an  unusual  con- 
dition or  for  surgical  procedures  connected  with  childbirth.  From 
the  social  and  economic  point  of  view  the  hospital  must  be  regarded 
as  superior  to  the  home  because  of  the  available  personnel  and  facili- 
ties. If  the  hospital  has  professional  advantages  in  the  case  of  an 
emergency,  it  also  has  the  same  professional  advantages,  for  an 
average  situation. 

Improvement  of  the  general  health  becomes  in  part  a task  of  mak- 
ing hospital  care  available  at  the  lowest  possible  cost  to  a larger 
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proportion  of  tlie  population.  This  task  has  many  phases  which 
need  not  be  discussed  in  detail  at  tliis  meeting.  They  include,  how- 
ever, the  following:  The  erection  and  maintenance  of  hospitals  in 
areas  which  are  not  now  served;  the  coordination  of  various  hospi- 
tals in  each  community;  efficient  management  of  those  institutions 
which  are  already  in  operation;  adequate  financing  by  individuals 
and  the  public  for  the  necessary  care  for  acute  illnesses;  the  special 
adaptation  of  hospital  facilities  for  the  better  care  of  mothers  and 
babies. 

The  second  trend  observable  in  American  life  is  the  development 
of  a procedure  by  Avhich  adequate  hospital  care  for  acute  illnesses 
(including  maternal  and  child-health  service)  can  be  .placed  in  the 
family  budget  along  with  other  necessities.  One  such  procedure, 
which  is  a form  of  voluntary  health  insurance,  is  commonly  known 
as  group  hospitalization.  Large  numbers  of  employed  persons  make 
equal  and  regular  payments  into  a common  fund  which  is  used  to  pay 
hospital  bills  for  subscribers  requiring  care.  Approximately  2 mil- 
lion persons  are  placing  hospital  care  in  their  family  budgets. 

Special  nonprofit  associations  have  been  formed  in  more  than  40 
cities  with  upward  of  500  participating  hospitals.  Subscribers  are 
entitled  to  hospital  care  for  any  acute  illness  including  obstetric 
and  pediatric  services.  More  than  100,000  persons  have  had  their 
hospital  bills  paid  in  this  way.  These  plans  are  organized  primarily 
for  the  benefit  of  the  public  and  not  for  the  benefit  of  the  hospitals. 
The  American  Hospital  Association  has  established  standards  for 
their  control  and  has  issued  a list  of  approved  plans  which  conform 
to  these  regulations.  None  of  the  free-choice,  nonprofit  hospital- 
service  plans  has  failed  to  meet  its  obligations  to  subscribers  or  to 
participating  hospitals. 

The  inclusion  of  maternity  benefits  has  proved  to  be  practicable 
in  the  various  hospital-service  plans.  Hospitalization  for  maternity 
care  involved  a relatively  large  expenditure  in  every  instance.  More- 
over, from  the  point  of  view  of  the  family  budget,  maternity  hos- 
pitalization must  be  regarded  as  an  unpredictable  expenditure 
because  individual  attempts  to  budget  this  cost  may  be  disrupted  by 
some  other  unpredictable  illness. 

The  American  Hospital  Association  is  not  interested  in  developing 
the  services  of  the  hospital  beyond  the  limits  which  will  improve  the 
public  health  nor  is  it  interested  in  the  development  of  expensive 
services  where  economical  considerations  are  overlooked.  For  that 
part  of  maternal  and  child-health  service,  however,  which  can  be 
best  rendered  in  or  by  hospitals,  the  American  Hospital  Association 
has  a continuing  and  vital  interest.  This  applies  to  both  the  efficient 
management  of  the  institutions  themselves  and  public  organization 
for  purchase  of  this  care. 

The  Chairman.  We  shall  turn  our  attention  for  the  next  paper  to 
the  matter  of  “Community  Eesources,”  and  under  that  heading  our 
first  speaker  will  be  Dr.  Felix  J.  Underwood.  Dr.  Underwood  is 
executive  officer  of  the  Mississippi  State  Board  of  Health,  chairman 
of  the  child-hygiene  committee  of  the  State  and  Provincial  Health 
Authorities,  and  for  many  years  was  director  of  the  bureau  of  child 
hygiene  and  public-health  nursing  in  Mississippi  under  the  Shep- 
pard-Towner  Maternity  and  Infancy  Act. 


Community  Resources  and  Ability  To  Organize  for 

Good  Care 


By  Felix  J.  Underwood,  M.  D.,  Executive  Officer,  Mississippi  State  Board  of 

Health 

Community  resources  and  organization  for  good  care  for  mothers 
and  babies  must  take  into  consideration  State  and  local  bealtb 
agencies;  health  education  for  medical  and  la}^  groups;  organization 
of  obstetric  and  pediatric  service  with  qualified  consultants;  good 
bedside  care  in  homes ; efficient  hospital  care ; correlation  of  medical, 
health,  and  social  services ; and,  last  but  not  least  important,  sufficient 
funds  to  administer  and  maintain  effective  services. 

As  far  as  the  need  for  such  organization  is  concerned,  we  have 
known  of  this  for  years.  We  are  well  fortified  with  facts  obtained 
from  careful  studies  by  experts  of  the  various  conditions  that  affect 
the  welfare  of  mothers  and  babies.  We  are  aware  that  maternal  and 
infant  morbidity  and  mortality  vary  inversely  with  the  family  in- 
come. We  are  conscious  of  the  need  for  health  education  of  the 
people.  We  recognize  the  value  of  efficient  consultant  medical  serv- 
ice. We  realize  that  bedside  care  in  the  homes  is  woefully  lacking. 
We  are  conversant  with  the  need  for  well-equipped,  centrally  located 
hospitals,  under  efficient  management,  and  not  run  for  too  much 
profit.  Really,  no  profit  at  all  would  be  far  better,  because  giving 
good  service  and  making  a satisfactory  profit  are  often  rather 
incompatible. 

We  are  mindful  of  the  wide  range  of  care,  from  the  high  type 
given  by  well-trained  and  skillful  obstetricians  and  pediatricians  to 
the  other  extreme  given  by  poorly  trained  or  careless  practitioners. 
We  are  in  possession  of  enough  facts,  I believe,  and  I think  that  it 
behooves  us  now  to  get  a toehold  on  the  situation  without  further 
delay.  The  feeling  of  hesitancy  in  regard  to  the  initiation  of  medical 
care  for  the  medically  needy  as  a public-health  function  by  physicians 
and  dentists  is  waning.  Not  only  many  individual  physicians  but 
the  medical  profession  recognize  the  problem  and  show  the  desire 
actively  to  participate.  From  the  preliminary  report  of  the  national 
health  inventory  by  the  United  States  Public  Health  Service  in  1935, 
we  quote  briefly : 

It  is  becoming  widely  recognized  that  physicians  and  hospitals  cannot  be 
expected  to  render  service  to  the  indigent  without  remuneration ; that  there 
must  be  public  responsibility  for  medical  care  of  unfortunate  people  who 
otherwise  depend  upon  the  charity  of  physicians. 

The  physicians,  I suppose,  are  willing  to  go  on,  but  it  should  no 
I longer  be  necessary.  They  cannot  meet  the  situation  adequately,  no 
matter  how  hard  they  try.  I know  that  because  of  the  hundreds  of 
1 death  certificates  every  year  unsigned  by  physicians. 
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The  quality  of  medical  care  given  by  private  practitioners  depends 
largely  upon  the  extent  to  which  they  keep  abreast  of  the  medical 
discoveries  of  modern  scientific  research.  The  knowledge  of  newer 
trends  acquired  from  accredited  universities,  with  allied  efforts  of 
health  authorities,  by  instruction  at  medical  centers  and  in  the  field 
undoubtedly  gives  incentive  to  improvement  in  service.  Health 
officials  and  workers  also  badly  need  this  type  of  instruction.  Then 
with  the  aid  of  qualified  consultants  they  may  be  equipped  to  travel 
in  the  vanguard  of  newer  developments. 

Public-health  nurses  with  vision,  ability  to  evaluate  conditions,  and 
patience  to  prosecute  a vigorous  campaign  gently  but  persuasively 
are  needed.  The  public-health  nurse  can  do  much  to  inculcate  in 
members  of  the  home  correct  attitudes  toward  family  situations. 
In  many  instances  she  must  combat  ignorance  and  indifference  and 
often  the  inclination  of  the  mother  to  sacrifice.  She  must  teach  that 
maternal  and  infant  care  is  an  integral  part  of  family-health  serv- 
ice. The  public-health  nurse  may  give  valuable  aid  especially  to  the 
rural  physician,  who  is  often  confronted  with  the  necessity  of  man- 
aging labor  and  delivery  in  most  difficult  situations.  She  may  dem- 
onstrate to  the  mother  hov/  to  prepare  and  have  in  readiness  clean 
equipment;  she  may  teach  the  mother  how  to  prepare  herself  physi- 
cally and  mentally  for  the  ordeal ; she  may  instruct  a member  of  the 
family  or  an  attendant  how  to  assist;  and  she  may  suggest  changes 
or  improvements  that  will  facilitate  arrangements. 

Home  contacts  must  be  extended  in  the  community  by  various 
means.  Social  or  civic  clubs  or  committees  under  guidance  may  be 
stimulated  to  aid  in  the  preparation  of  layettes,  obstetric  kits,  or 
other  supplies.  Volunteers  may  be  enlisted  to  render  various  serv- 
ices, thus  arousing  interest  and  bringing  valuable  support.  The  aid 
of  philanthropic  individuals  or  agencies  must  be  solicited  when  there 
is  need. 

Bedside  care  given  in  rural  homes  at  the  time  of  confinement  is  a 
question  under  much  discussion.  This  activity  has  been  conducted 
for  years  by  visiting-nurse  associations  in  urban  areas  and,  although 
in  rural  areas  the  administrative  problems  are  more  difficult  to 
manipulate,  my  prophecy  is  that  it  can  and  will  be  extended  rapidly. 
True,  in  rural  areas,  on  the  one  hand,  besides  the  cost  of  service  and 
equipment,  there  is  the  time-consuming  and  often  hazardous  night 
driving,  the  difficulty  of  even  distribution  of  service  to  physicians  of 
all  areas,  the  problem  of  arranging  for  day  and  night  telephone 
service  and  relief  schedules.  Yet,  on  the  other  hand,  in  areas  where 
this  work  has  been  done  there  is  evidence  of  appreciation  by  physi- 
cians, enthusiasm  of  nurses,  interest  of  the  public,  and,  greatest  of 
all,  much  better  care  for  mothers  and  babies. 

Generally  speaking,  the  need  for  care  during  the  prenatal  period  is 
better  understood  by  the  public  than  is  the  importance  of  expert 
procedure  and  technique  during  delivery  and  aftercare.  We  have 
probably  oversold  ourselves  on  prenatal  care  and  too  much  is  ex- 
pected of  prenatal  care  alone.  Even  with  good  prenatal  care  and 
aftercare,  without  good  care  at  the  time  of  delivery  we  have  a gap 
that  should  be  bridged  and  I think  will  be  bridged  very  shortly. 
Yet  just  as  the  various  stages  of  labor,  to  be  safe  for  mother  and 
baby,  must  progress  expeditiously  from  the  beginning  to  the  end, 
so  must  the  entire  cycle  of  pregnancy,  confinement,  and  convalescence 
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progress  in  smooth  sequence,  under  expert  care,  to  a happy  conclu- 
sion. Trained  j)ersomiel,  alert  and  vigilant  to  the  minutest  details 
throughout  the  cycle,  are  needed.  Of  what  avail  is  meticulous  care 
during  the  prenatal  period  if  it  is  ruined  by  faulty  technicpie  during 
confinement.  Of  what  use  is  adequate  equij^ment  if  it  is  not  properly 
utilized.  How  little  is  gained  if  a separate  bed  is  prepared  for  the 
infant  miless  he  is  carefully  handled  and  placed  in  it  safe  and  warm. 

In  considering  plans  for  the  protection  of  mothers  and  babies 
it  must  be  borne  in  mind  that  opthnum  care  will  not  be  obtained  un- 
til the  father  properly  evaluates  this  care ; the  mother  under  care  of 
a competent  physician  from  early  pregnancy  follows  instructions ; the 
medical  student  receives  adequate  training;  the  private  practitioner 
keeps  abreast  of  the  latest  trends  in  obstetrics  and  pediatrics ; expert 
consultant  service  and  hospital  care  when  needed  are  available;  all 
public-health  personnel  serve  and  teach  effectively;  and  the  general 
public  appreciates  the  need  and  realizes  its  responsibility. 

Initial  efforts  to  teach  in  the  home  must  extend  to  community  life 
until  such  interests  are  fully  aroused  and  motivated  into  vigorous 
and  continued  action.  This  type  of  service  is  now  available  to  com- 
paratively few  mothers  and  babies.  However,  the  day  is  here  when 
enough  informed  people  realize  that  efforts  in  the  past  have  merely 
scratched  the  surface  and  there  is  so  much  to  do.  Yet  these  efforts 
are  crystallizing  sentiment  and  leaders  are  urging  that  funds  be  sup- 
plemented by  local.  State,  or  Federal  agencies  to  establish  and  maiiv 
tain  efficient  service  and  stabilize  progi’ams.  There  is  no  question 
of  the  need,  nor  should  there  be  a question  of  justice  and  the  right 
of  the  governmental  agencies  to  provide  adequate  medical  care  for 
those  in  need  of  such  services.  Health  services  for  mothers  and 
babies  obviously  can  progress  to  a high  standard  if  and  when  eco- 
nomic, medical,  and  social  resources  are  blended  and  developed. 

IV  e are  intelligent  enough  to  realize  and  honest  enough  to  admit,  I 
believe,  that  each  State  must  have  qualified  professional  public -health 
persomiel  with  good  training  and  experience,  funds  to  pay  qualified 
local  physicians  and  specialists  for  their  services  to  mothers  and  in- 
fants, more  hospital  beds  for  maternity  care  or  at  least  a diagnostic 
community  center — a coimnunity-health  and  medical  center — provid- 
ing examining  rooms,  laboratory,  and  X-ray  facilities  for  the  use  of 
local  physicians. 

The  need  for  better  standards  for  hospital  care  for  maternity  cases 
and  for  care  of  newborn  infants  is  apparent,  as  is  also  the  need  for 
safer  home  deliveries.  If  we  meet  our  responsibility  and*  our  oppor- 
tunity as  leaders  for  better  care  for  mothers  and  babies  in  our  coun- 
try, we  shall  not  forever  confer,  discuss,  and  always  agree  as  to  the 
great  need  but  often  disagree  as  to  ways  of  meeting  the  urgent  need, 
postponing  time  and  again  taking  humane  and  necessary  action  for 
the  solution  of  our  fundamental  and  most  important  health  prob- 
lem— that  of  lowering  the  unnecessarily  high  death  rate  among  the 
mothers  and  babies  of  the  United  States  of  America.  Instead  we 
will  now  arise  in  our  combined  strength  and  knowledge  to  see  to  it 
immediately  that  title  V,  part  1,  of  the  Social  Security  Act  be 
amended  to  authorize  a larger  sum  of  money  to  be  appropriated  to 
the  States,  with  the  provision  that  the  increased  payment  shall  be  for 
improvement  in  maternity  care  and  care  of  newborn  infants  and  for 
training  personnel  for  these  important  programs. 
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Sucli  authorization  should  by  all  means  provide  for  gradual  de- 
velopment of  the  program  on  a sound  basis  of  good  quality  of  service, 
and  for  necessary  increases  in  the  appropriations  until  a sum  is 
reached  that  will  insure  care  for  all  women  who  are  unable  to  obtain 
care  otherwise,  whether  for  economic  reasons  or  because  of  inaccessi- 
bility of  care  in  the  community  in  which  they  live. 

There  is  great  need  now  for  a fusion  of  technical  and  professional 
services  into  family  and  community  life  all  over  this  country.  Then, 
and  not  until  then,  will  mothers  and  babies  have  adequate  care. 

DISCUSSION 

The  Chairman.  The  discussion  of  community  resources  will  be 
started  by  Dr.  E.  L.  Bishop,  who  was  formerly  State  health  officer 
of  Tennessee  and  is  now  director  of  health  of  the  Tennessee  Valley 
Authority.  Dr.  Bishop  is  also  chairman  of  the  committee  on  ad- 
ministrative practice  of  the  American  Public  Health  Association. 

Dr.  Bishop.  There  are  two  points  in  connection  with  Dr.  Under- 
wood’s discussion  that  might  be  made  somewhat  more  emphatic.  The 
first  is  his  reference  to  the  integration  of  community  resources.  I 
believe  that  the  program  that  has  been  the  theme  of  discussion  must 
comprehend  the  social  and  economic  circumstances  under  which  chil- 
dren are  born.  That  opinion  has  been  reiterated  by  practically  every 
speaker,  but  unless  and  until  we  recognize  that  the  home  is  the  unit 
of  the  community  and  the  individual  citizen  is  the  unit  of  society, 
we  shall  not  plan  our  services  as  wisely  as  they  can  be  planned  nor 
utilize  our  resources  to  the  fullest  extent. 

We  must  not  permit  dissociation  and  incoordination  to  disarticu- 
late service,  but  rather  we  must  integrate  our  purpose  and  planning 
into  a complete  pattern  in  which  each  aspect  is  properly  related 
to  every  other  aspect. 

What  is  the  most  basic  community  resource  for  maternal  and  child 
care  ? I think  it  is  obviously  the  basic  economy  of  the  community — 
agriculture  in  the  rural  area,  wages  and  hours  of  industry  in 
industrial  areas. 

This  leads  to  the  second  point,  which  is  equalization  in  the  distribu- 
tion of  resources  between  communities.  I think  that  is  the  real  point 
of  this  conference,  first  as  related  to  birth  rate,  second  as  related  to 
the  economic  opportunity  of  the  community  or  region,  or  the  ability 
of  the  community  or  region  to  purchase  service  for  its  people. 

Obviously,  until  such  time  as  economists  and  social  scientists  evolve 
measures  equalizing  our  diverse  economic  resources,  some  national 
agency  must  concern  itself  with  the  equalization  of  the  opportunity 
to  be  born  alive  of  a living  mother,  for  this  situation  does  not  admit 
of  solution  within  the  community  itself. 

The  Chairman.  Dr.  Carl  Y.  Reynolds  will  continue  this  discussion. 
Dr.  Reynolds  is  the  State  health  officer  from  l^orth  Carolina. 

Dr.  Reynolds.  I have  only  this  to  add,  that  in  my  opinion  com- 
munity resources  are  wholly  inadequate  at  the  present  time.  There 
are  serious  problems  confronting  us.  If  a mother  is  worth  while, 
then  maternal  care  is  a problem.  If  a child  is  worth  while,  then  child 
care  is  a problem.  If  the  maternal  death  rate  is  as  high  as  it  has  been 
represented  by  the  speakers  today- — and  who  would  doubt  it? — then 


MONDAY,  JANUARY  17— AFTERNOON  SESSION 


65 


the  maternal  death  rate  must  be  reduced.  If  infant  mortality  is  in  a 
similar  position,  surely  infant  mortality  must  and  shall  be  reduced. 

TTe  know  the  way,  Madam  Chairman.  TThat  we  need  is  the  means, 
and  I believe  together  we  can  secure  that  means  in  order  that  every 
child  born  may  be  born  in  health  so  that  he  may  compete  for  his 
proper  place  in  this  world. 

The  Chairman.  Thank  you,  Dr.  Eeynolds. 

It  is  a great  honor  and  a very  happy  privilege  to  present  the  next 
speaker  to  this  audience.  Already  our  conference  program  has  been 
enriched  by  the  contributions  of  those  who  to  the  outside  eye  would 
seem  not  immediately  to  belong  in  this  conference.  It  proves  that 
persons  in  all  avenues  of  life  have  an  interest  in  what  we  are  doing 
in  this  conference  today  and  tomorrow.  Me  are  very  glad  that  we 
have  the  opportunity  to  have  with  us  for  our  next  address  the  mayor 
of  the  citv  of  Xew  York,  the  Honorable  Fiorello  LaGuardia. 

As  we  have  followed  the  history  of  Mayor  LaGuardia's  connection 
with  publfc  service,  we  have  felt  again  and  again  that  he  represented 
the  finest  type  of  American  citizenship  in  that  he  always  made,  from 
his  boyhood  days,  a response  to  civic  conditions.  In  one  capacity  or 
another  he  was  aware  and  functioning  as  far  as  his  individual  duties 
and  privileges  as  a citizen  are  concerned.  I could  introduce  him  as 
pi'esident  of  the  American  Mayors’  Conference  and  as  mayor  of  the 
largest  American  city:  I could  introduce  him  in  terms  of  his  public 
service  here  in  Mashington.  in  the  State  of  Xew  York,  as  well  as  in 
the  city  of  Xew  York,  but  with  his  permission,  I should  like  to  intro- 
duce him  as  an  American  citizen  interested  in  presenting  to  this 
group,  as  we  consider  the  health  of  mothers  and  children,  this  topic 
that  is  ours,  as  it  is  his,  “The  Challenge  to  the  Citizen.” 


The  Challenge  to  the  Citizen 

By  the  Honoeable  Pioeello  LaGuaedia,  Mayor  of  New  York  City 

I am  rather  embarrassed  by  the  nature  of  this  conference.  Every- 
body seems  to  be  in  accord,  and  I cannot  help  thinking  that  I would 
have  reversed  the  whole  situation.  I would  have  these  very  splendid 
papers  that  w^e  have  heard  read  this  afternoon,  that  you  heard  read 
this  morning,  presented  to  an  entirely  different  audience.  I just  do 
not  see  the  use  of  talking  to  ourselves. 

I would  have  invited  here  the  Governors  of  the  48  States,  the 
majority  and  the  minority  members  of  the  State  legislatures,  and 
the  leadership  of  the  House  of  Representatives  and  the  United  States 
Senate.  Then  I would  have  turned  I)r.  Parran  loose  on  them  and 
the  others  who  gave  distinguished  and  scholarly  papers.  It  would 
have  been  very  useful. 

You  see,  it  is  not  ideas  that  we  need.  It  is  money  that  we  want. 
We  have  all  the  ideas  on  public  health,  but  we  have  not  sufficient 
application  of  what  is  known  about  public  health  throughout  the 
country. 

One  of  the  speakers  pointed  out  the  difficulties  in  rural  counties. 
He  mentioned  that  in  some  counties — and  they  are  generally  the  large 
counties — there  are  no  medical  services  at  all,  and  it  is  difficult  to  get 
proper  medical  care. 

I was  very  much  amused  to  see  how  the  distinguished  representative 
of  the  Department  of  Agriculture  labored  on  the  surplus.  He  is  accus- 
tomed to  surpluses.  Of  course,  he  did  not  go  quite  so  far  on  the 
question  of  surplus  production  as  they  do  over  in  that  Department, 
and  he  wouldn’t  recommend  the  same  remedy. 

But  that  does  bring  out  a very  interesting  situation,  which  for  the 
purposes  of  these  discussions  we  may  properly  ignore,  but  which 
we  cannot  ignore  when  we  take  the  whole  picture  into  consideration ; 
namely,  that  medicine  has  made  greater  strides  and  greater  progress 
than  government  or  economics.  In  other  words,  medicine  has  been 
able  to  progress  to  such  an  extent  as  to  reduce  mortality  and  prolong 
life,  while  our  economists  and  statesmen  seem  to  try  to  drag  along. 
You  see,  the  medical  profession  hasn’t  been  hampered  with  experts 
on  constitutionality.  Imagine  what  progress  would  have  been  made 
in  medicine  if  someone  was  always  carping  and  protesting:  “They 
didn’t  do  that  in  1789  when  the  Constitution  was  adopted,’’  and  in- 
sisting upon  medicine’s  holding  back  to  the  practices  and  customs 
that  were  accepted  at  the  time  of  the  adoption  of  the  Constitution. 

Progress  has  been  made.  I came  here  to  tell  you  how  much  prog- 
ress we  had  made  in  New  York  City,  but  I have  been  sitting  beside 
a lady  for  the  last  three-quarters  of  an  hour  who  has  deflated  me  of 
those  ideas,  and  I decided  we  were  not  so  good  there  after  all.  Still, 
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I think  we  have  made  some  progress,  and  what  New  York  City  can 
do,  other  cities  should  do. 

We  have  extended  our  health  service  and  the  results  are  most  grati- 
fying. We  have  extended  our  health-center  idea  by  constructing  and 
opening  a series  of  health  centers  throughout  the  city,  where  we  have 
clinics  — medical,  tubercular,  venereal  - disease,  prenatal  - care,  and 
baby-health  stations.  We  see  the  results.  We  have  improved,  our 
hospital  service,  all  of  which  is  part  of  the  greater  health  program. 

I firmly  believe,  and  I think  that  is  the  purpose  of  this  conference, 
that  every  section  of  this  country  is  entitled  to  a proper  public-health 
service.  It  is  of  no  value  if  certain  sections  of  the  country  make 
proper  provisions  for  preventive  medicine  if  it  is  neglected  in  other 
sections  of  the  country.  A germ  or  a microbe  cannot  recognize  a 
State  line  and  he  is  not  hampered  by  interstate-commerce  laws. 

The  picture  given  here  a short  time  ago  by  the  gentleman  from 
Chicago,  I believe,  speaking  on  obstetrics,  showing  the  lack  of  ser- 
vice in  the  rural  districts,  indicates  the  necessity  of  Federal  aid  for 
those  sections  of  the  country. 

The  minute  we  talk  about  Federal  aid,  we  come  up  against  the 
same  old  question  about  local  autonomy  and  the  assertion  that 
“local  people  can  do  it  better.”  Well,  I am  not  going  to  dispute  that 
at  all,  but  I say  this,  that  if  a State  or  a county  or  a municipality 
fails  to  give  the  proper  health  service  to  the  people  under  its  juris- 
diction, then  it  becomes  the  duty  of  the  Federal  Government  to 
step  in  and  do  it  to  protect  the  rest  of  the  community. 

Proper  medical  service  is  no  longer  a luxury,  and  it  is  a sorry 
community  in  which  a death  results  because  a family  could  not 
afford  a physician. 

We  have  our  difficulties  in  New  York  City.  We  have  a hospital 
budget  slightly  over  $26,000,000.  We  have  a health-department 
budget  of  a little  over  $5,000,000,  and  we  have  some  $14,000,000  that 
we  pay  to  private  hospitals  for  the  care  of  city  charges,  so  you  see 
that  is  quite  a burden  to  carry.  Yet  it  is  not  enough,  and  the  load  is 
growing  so  rapidly  on  our  public  hospitals  that  we  just  cannot  keep 
up  with  it. 

Since  the  beginning  of  my  administration,  in  the  past  4 years,  we 
have  built  11  hospital  buildings.  We  are  providing  now  for  an 
additional  tuberculosis  hospital  in  the  county  of  Queens,  with  a 
capacity  of  500  beds,  and  another  with  a capacity  of  about  200  beds. 
We  will  have  additional  facilities  at  Bellevue  for  about  100  addi- 
tional beds  and  at  Seaview  for  200  tuberculous  children.  When  these 
buildings  are  completed  we  shall  still  be  short  of  proper  and  suffi- 
cient beds  for  tuberculous  patients  in  the  city  of  New  York.  That 
brings  up  another  important  factor  in  public  health,  and  that  is 
public  housing. 

Unless  we  have  proper  housing,  unless  people  live  in  sanitary  sur- 
roundings and  have  sufficient  and  proper  nourishment,  the  rate  of 
tuberculosis  will  increase  faster  than  hospital  accommodations  can  be 
provided.  So  in  this  great  question  of  public  health  you  have  hous- 
ing; you  have  the  economic  condition  of  the  family.  The  gentleman 
from  the  Department  of  Labor  gave  you  some  very  startling  figures 
on  that,  but  I believe  he  was  a little  high  in  his  statement  that  the 
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$l,200-a-year  families  spent  what  he  said  they  did  for  medical  care. 
J iidging  from  my  budget,  I think  we  take  care  of  that  almost  entirely. 

Of  the  cases  that  we  have  on  relief  in  New  York  City,  we  have 
about  196,000  on  home  relief  and  about  133,000  on  work  relief.  For 
our  cases  on  home  relief— our  196,000  cases— we  provide  medical  care. 
We  have  worked  out  a system  that  seems  to  be  satisfactory,  through 
the  medical  profession.  We  have  a panel  of  doctors  in  each  section 
of  the  city,  and  when  illness  occurs  in  a family  on  relief,  the  family 
reports  it  and  has  its  choice  of  doctors  on  that  panel,  or  a doctor  is 
assigned  and  we  pay  $2  for  each  visit  and  provide  the  necessary 
medicines. 

If  it  is  a home-treatment  case,  we  take  care  of  it  in  that  way,  and 
if  it  is  a case  requiring  hospitalization,  we  provide  that  and  pay 
for  it.  So  that  the  people  who  are  on  relief  by  reason  of  unemploy- 
ment get  complete  and  proper  medical  attention. 

Frankly,  I believe  that  there  is  a great  need  in  certain  sections 
of  this  country,  and  particularly  in  rural  districts,  not  only  for 
maternal  care— prenatal  care  and  care  at  the  time  of  childbirth  and 
care  of  the  infant — ^but  there  is  a great  need,  to  a degree  I would 
say  of  almost  national  concern,  to  provide  proper  clinics  in  every 
section  of  this  country,  particularly  for  tuberculosis  and  venereal 
disease.  There  is  no  use  trying  to  avoid  that  any  longer.  And  to 
do  this  we  require  that  Federal  aid  that  I mentioned  a few  minutes 
ago.  I do  not  care  how  the  Federal  aid  is  brought  about,  whether  it 
is  through  matching  aid  to  States  and  from  the  State  to  the  com- 
munity, or  just  how  this  aid  is  given,  but  aid  must  be  given  because 
it  is  a matter  of  national  concern. 

I want  to  point  out  just  one  more  thing.  There  are  two  ways  you 
can  approach  this.  You  can  take  the  humanitarian  approach,  which 
I call  the  true  American  approach,  of  saying  that  people  in  this 
country  are  entitled  to  health,  have  a right  to  health,  and  from  the 
very  moment  of  birth  should  be  provided  with  proper  medical  care, 
and  if  that  care  cannot  be  provided  on  account  of  the  economic 
condition  of  the  family,  then  it  is  the  duty  of  the  Government— the 
State,  the  municipality,  I don’t  care  which— to  step  in  and  provide 
that  care. 

If  you  take  that  approach,  you  are  likely  to  be  charged  with  being 
paternalistic,  and  after  that  you  are  charged  with  being  radical, 
and  if  you  suggest  Federal  aid,  some  lawyer  will  step  up  and  say, 
“You  can’t  do  it;  it  is  unconstitutional!” 

But  you  may  take  another  approach,  and  then  it  is  “patriotic.”  If 
you  take  this  approach— and  you  get  the  same  results — you  can  say : 
“The  Nation  must  at  all  times  be  ready  to  defend  itself,  and  public 
health  is  a matter  of  national  defense.  So  the  Nation  has  a concern 
in  this  expectant  mother  because  her  baby  might  be  a boy,  and  if  it 
isn’t  a boy,  it  might  be  the  mother  of  a future  boy,  and  we  want  that 
little  boy  to  grow  up  healthy  and  strong.  You  cannot  put  teeth  in 
his  mouth  when  he  gets  to  the  draft  age,  and  we  want  him  healthy 
and  strong,  with  all  his  teeth  in  his  mouth.  We  want  to  keep  him 
healthy  when  he  is  a young  man ; we  want  to  prevent  communicable 
disease.”  And  so  it  becomes  a matter  of  grave  concern,  regarding  the 
defense  of  the  country.  And  you  will  get  away  with  it. 
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We  can  take  either  tack,  as  long  as  we  get  results,  and  what  I want 
to  say  is  this : With  the  progress  made  in  medicine,  the  progress  made 
in  medical  science  and  preventive  medicine,  knowing,  as  we  do,  that 
life  can  be  prolonged,  that  death  and  morbidity  can  be  reduced,  then 
it  is  not  the  challenge  to  the  citizen;  it  is  the  challenge  to  govern- 
ment— Federal,  State,  or  municipal — if  it  neglects  its  duty  in  afford- 
ing the  ]Droper  protection  to  its  citizens. 

The  Chairman.  We  do  not  want  to  close  the  afternoon  program 
without  giving  you  the  opportunity  that  is  promised  on  the  program 
for  discussion.  If  there  is  a brief  discussion  or  a question  that  can 
be  answered  by  the  galaxy  behind  me  or  someone  on  whom  I shall 
call,  like  Dr.  Mustard,  in  front  of  me,  we  shall  be  glad  to  have  it  at 
this  time — either  statement  or  discussion  on  the  subjects  that  have 
been  brought  up  on  the  program  or  aroused  in  your  thinking  this 
afternoon.  Is  there  a problem,  a discussion,  a statement,  an  applica- 
tion? 

Dr.  Hannah  M.  Stone.  I am  medical  director  of  the  Birth  Con- 
trol Clinical  Research  Bureau. 

The  Chairman.  May  I be  permitted  to  make  a statement  as  chair- 
man of  the  meeting  and  as  chairman  of  the  planning  committee? 
When  the  group  of  organizations  here  represented  entered  into  the 
planning  of  the  program,  it  was  with  the  distinct  understanding  that 
our  considerations  at  this  conference  should  be  limited  to  the  follow- 
ing subjects,  which  I shall  try  to  state  accurately. 

First  of  all,  there  was  welfare.  I don’t  know  that  it  comes 
chronologically,  but  first  in  our  tliinking  as  mothers,  there  was  the 
thought  of  the  newborn,  baby.  There  was  also  the  thought  of  ma- 
ternal welfare  as  it  is  concerned  with  pregnancy,  delivery,  and  post- 
natal care  of  the  mother.  We  understood  when  we  came  into  this 
conference  that  our  discussions  would  be  limited  to  those  subjects. 
Some  of  our  organizations  would  not  have  entered  into  this  confer- 
ence had  we  known  of  other  aspects  to  be  brought  up.  This  morn- 
ing another  aspect  was  brought  up  and  was  referred  to  the  group 
authorized  to  consider  matters  which  others  outside  the  planning 
group  think  belong  in  this  conference,  but  which  we  have  not  entered 
on  our  program  and  therefore  are  considering  not  germane  to  the 
subject  of  the  conference. 

As  chairman  of  this  afternoon’s  session  and  on  behalf  of  the  organi- 
zations that  came  into  the  conference  with  that  understanding,  I rule 
this  question  out  of  order,  if  you  will  so  permit  me.  I hear  no 
objection. 

(Meeting  adjourned.) 
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FORUM:  HOW  THE  CHALLENGE  MAY  BE  MET 

Mrs.  Pettengill,  presiding 


The  Chairman.  Tonight  I am  going  to  draft  two  men  and  two 
women  to  come  up  and  sit  here  with  me^  and  I shall  consider  them 
consultants,  to  whom  I shall  turn. 

(Dr.  Henry  D.  Chadwick,  Miss  Janet  Fish,  Dr.  A.  J.  Chesley, 
and  Dr.  Lillian  R.  Smith  were  called  to  the  platform.) 

The  Chairman.  Thank  you  very  much.  I shall  be  glad  to  turn 
to  you  from  time  to  time  in  our  discussion  this  evening.  I think 
we  are  going  to  have  a very  fine  vision  of  some  of  the  things  that 
can  be  done  that  will  help  us  in  our  findings  tomorrow. 

The  forum  topic  is,  *^‘How  the  Challenge  May  be  Met.”  The  whole 
problem  was  given  to  us  clearly  this  afternoon,  as  well  as  in  the 
morning  session.  A¥e  had  it  emphasized  from  the  economic  angle. 
Knowing  that  there  is  an  answer,  we  were  told,  there  is  but  one  thing 
left  to  do,  and  that  is  to  find  out  how  the  answer  can  be  made,  and 
that  will  be  largely  a matter  of  finance  and  will  be  the  concern  of 
those  who  will  help  us  with  the  economic  situation. 

These  four  questions  have  been  given  us  as  our  responsibility, 
perhaps  to  awaken  our  thinking: 

To  what  extent  is  the  public  aware  of  the  problem? 

How  can  public  awareness  be  stimulated? 

What  methods  of  coordinating  citizen,  professional,  and  official  effort 
are  most  practical? 

What  provision  can  be  made  for  continuing  the  work  of  the  conference? 

The  first  three  questions  will  engage  us  for  a while  before  we  take 
up  the  last  one. 

To  what  extent  is  the  public  aware  of  the  problem?  As  you  who 
are  particularly  interested  in  this  matter  go  about,  do  you  find  that 
most  parents,  most  people,  most  adults  know  about  the  problem  of 
infant  mortality  and  maternal  mortality?  Is  it  well  known  to  the 
public,  and  if  so,  what  publics? 

Dr.  Walter  L.  Bierring  (Iowa  Department  of  Health,  Des 
Moines).  I would  say  that  in  the  rural  communities  in  this  country 
the  public  is  becoming  very  much  aware  of  it;  particularly  through 
the  women  of  the  American  Farm  Bureau  Federation  the  cause  of 
maternal  health  and  child  welfare  is  being  extended.  The  local 
health  organizations  are  encouraging  these  programs  and  they  are 
being  generally  well  received  by  communities. 

The  great  difficulty  is  that  facilities  are  not  always  available  for 
carrying  out  better  care.  There  are  many  counties  that  have  no 
hospitals  and,  therefore,  with  the  best  of  intention,  unless  they  have 
aid  from  governmental  agencies,  they  are  still  unable  to  carry  out 

70 


MONDAY,  JANUARY  17— EVENING  SESSION  71 

these  various  programs,  but  I am  sure  that  conmiunitv  consciousness 
is  much  more  marked  than  ever  before. 

The  Chairman.  AVe  are  very  glad  to  have  that  cheering  vord.  We 
are  told  by  Dr.  Bierring,  Iowa  commissioner  of  health  and  past  presi- 
dent of  the  American  Medical  Association,  that  there  is  a growing 
body  of  knowledge  available  and  evidently  accepted  by  many  of  our 
people.  He  said  that  particularly  in  rural  communities  more  of  the 
public  know  about  this  problem  now  than  some  time  ago. 

Is  there  someone  here  to  speak  for  the  agricultural  group,  possibly 
not  from  the  professional,  but  from  the  lay  public  ? 

Mrs.  Charles  W.  Sewell  (Associated  Women  of  the  American 
Farm  Bureau  Federation,  Chicago).  We  have  a very  definite  feeling 
that  something  must  be  done.  We  are  giving  our  support  to  the  work 
of  maternal  and  child  welfare  in  our  program  in  what  we  think  is  a 
very  helpful  way.  May  I read  a resolution  that  has  just  been  passed 
at  the  meeting  of  the  women  of  the  American  F arm  Bureau  and  con- 
curred in  by  the  men,  making  it  a part  of  the  legislative  program : 

Inasmuch  as  the  maternal  and  child-welfare  program  of  the  Children's 
Bureau  of  the  United  States  is  in  need  of  additional  funds  for  carrying  on 
adequate  services,  we  recommend  that  we  continue  our  support  of  the 
Children’s  Bureau,  asking  for  additional  appropriations  so  that  these 
agencies  in  the  United  States,  Territories,  and  possessions  may  receive  the 
further  extension  of  this  additional  work  for  their  child-welfare  work  and 
in  all  the  phases  of  maternal  and  child-health  development. 

That  is  what  we  are  trying  to  do  to  make  our  people  more  aware. 

The  Chairman.  That  is  splendid  evidence  that  there  is  some 
widening  knowledge  of  the  need  of  this  sort  of  help  that  we  are 
hoping  to  be  able  to  give. 

Is  there  someone  from  the  nurses’  group  who  will  tell  us  whether 
or  not  the  public  knows  ? 

IMiss  Emily  M.  Kleb  (American  Xurses’  Association,  Washington, 
D.  C.).  Madame  Chairman,  I am  sorrv  I am  not  able  to  answer  that 
question.  I do  know  that  the  nurses  are  very  much  aware  of  the 
problem,  but  I can’t  speak  as  far  as  the  public  is  concerned. 

The  Chairman.  As  you  meet  people,  of  course  you  talk  about  this, 
because  it  is  an  important  thing  in  your  own  professional  interest. 
When  you  convey  the  information  to  other  people,  do  you  find  that 
people  are  surprised  at  the  facts  that  we  heard  today  about  the  high 
death  rate? 

Miss  Kleb.  Yes:  I think  on  the  whole  thev  are. 

The  Chairman.  Thank  vou.  I am  sure  that  is  true,  and  that  is 
one  of  the  evidences  of  the  need  for  this  sort  of  thing.  W e hear 
that  people  are  more  aware  than  they  were,  and  though  we  may  be 
aware  in  a vague  way  we  are  not  sufficiently  aware  in  detail  so  that 
we  are  ready  to  take  some  interest  in  the  problem. 

We  should  like  some  words  from  you  about  this  matter.  Dr. 
Bundesen.  To  what  extent  is  the  public  aware  of  the  problem? 

Dr.  Herman  X.  Bundesen  (Chicago  Board  of  Health,  Chicago). 
I don’t  believe  I can  answer  that. 

The  Chairman.  Do  vou  think  the  persons  vou  meet  know  about 
it  in  advance?  Are  vou  trving  to  sell  them  a wav  to  meet  their 
difficulty,  or  are  you  trying  to  awaken  them  to  their  difficulty? 
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Dr.  Bundesen.  Do  you  mean  the  mothers  that  are  to  have  the 
babies  ? 

The  Chairman.  Yes;  and  the  fathers  of  the  babies,  too.  Wliat 
about  the  public  as  a whole — do  they  know  about  that  problem? 

Dr.  Bundesen.  I don’t  think  so. 

The  Chairman.  We  should  like  to  have  Dr.  Bundesen  tell  us  a 
little  about  that,  as  he  has  had  some  tremendously  interesting  ex- 
periences. 

Dr.  Bundesen.  I know  of  no  public-health  problem  that  has  not 
been  successfully  solved  once  the  public  knew  the  facts  about  the 
disease,  whether  it  was  smallpox  or  diphtheria,  or  now  Dr.  Parran’s 
drive  on  syphilis,  or  any  other  disease.  Wlien  a condition  is  exposed 
to  the  cleansing  light  of  universal  knowledge,  it  is  always  solved 
because  it  always  maintains  itself  on  public  ignorance  and  public 
indifference. 

You  who  have  been  at  this  meeting  all  day,  listening  patiently, 
must  realize  that  essentially  we  know  what  can  be  done  with  one 
sweep  to  cut  maternal  mortality  and  infant  mortality  in  half.  Yet 
they  are  not  being  reduced  and,  in  my  estimation,  it  is  not  being 
done  because  the  public  does  not  realize  the  situation.  When  the 
public  does  recognize  the  problem,  it  will  respond.  When  the  public 
knows  that  it  is  not  getting  the  best  medical  care,  it  will  demand 
it.  But  until  it  knows,  it  will  not  know  what  to  ask  for.  For  that 
reason  I believe  definitely  that  it  pays  to  advertise. 

The  Chairman.  I should  like  to  ask  Dr.  Diez,  of  Massachusetts,  if 
she  would  tell  us  something  about  the  particular  angle  in  which  she 
is  interested,  care  of  the  premature  infant,  and  let  us  see  if  in  adding 
more  information  we  can  come  nearer  answering  some  of  the  ques- 
tions that  have  been  asked. 

Dr.  M.  Luise  Diez  (Massachusetts  Department  of  Public  Health, 
Boston).  We  have  started  a program  for  the  care  of  the  premature 
infant  on  a State-wide  basis.  It  is  a little  early  to  know  exactly  what 
our  results  are  going  to  be.  We  have  established  hospital  centers  in 
strategic  points  in  Massachusetts.  In  Massachusetts  about  70  percent 
of  the  babies  are  born  in  hospitals,  so  our  problem  is  not  quite  the 
problem  of  many  other  States. 

Without  giving  the  hospitals  any  money,  out  of  a possible  45,  we 
have,  I think,  30  that  have  become  centers,  equipped  according  to  our 
standards  of  care. 

We  are  carrying  on  at  the  same  time  a program  of  education  for 
the  private  nurse,  the  public-health  nurse,  and  the  hospital  nurse. 
We  have  been  very  fortunate  in  having  a bill  passed  in  Massachusetts, 
which  says  that  the  premature  infant  is  an  infant  5 pounds  or  under, 
and  that  the  department  of  public  health  will  provide  transportation 
and  the  department  of  public  welfare  will  pay  the  hospital  cost  for 
the  care  of  infants  whose  parents  cannot  care  for  them. 

In  answer  to  the  question  of  whether  there  is  general  knowledge  on 
the  part  of  the  public,  I do  not  believe  that  there  is,  on  the  part  of 
either  the  rural  or  the  urban  population,  to  the  degree  that  we  think 
they  ought  to  be  informed  from  the  propaganda  that  has  been  carried 
on  for  years.  There  are  a number  of  groups  that  we  cannot  reach 
and  have  not  reached  yet  that  do  not  know  what  it  is  all  about.  I 
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think  this  difficulty  is  being  overcome,  but  the  main  thing  is  that  all 
of  us,  no  matter  what  our  economic  or  intellectual  level,  never  apply 
these  things  to  ourselves.  It  is  lack  of  application  of  knowledge  that 
is  retarding  our  progress  in  public  health. 

The  Chairman.  You  think  the  knowledge  is  fairly  well  dis- 
seminated among  the  public  as  well  as  among  the  professional  groups  ? 

Dr.  Diez.  To  a degree. 

The  Chairman.  Thank  you  very  much  for  that  contribution.  Dr. 
Diez.  AVe  should  like  to  hear  something  along  this  line  from  various 
persons.  AA'ould  someone  like  to  volunteer  a contribution  to  our  dis- 
cussion of  this  matter  of  the  awareness  of  the  public — to  what  extent 
the  public  is  aware  ? We  are  asking  you  who  meet  the  public  to  make 
the  response. 

Dr.  BierfvIng.  Dr.  Julius  Hess  is  here  from  Chicago.  He  has  a very 
remarkable  program  in  Chicago  in  the  care  of  premature  infants. 

Dr.  Julius  H.  Hess  (University  of  Illinois  College  of  Medicine, 
Chicago).  Dr.  Bundesen  was  very  modest  when  he  said  he  believed 
that  the  public  wasn’t  aware  of  what  is  going  on,  because  I think 
that  everybody  in  Chicago  knows  all  about  his  propaganda,  not  only 
for  prenatal  care  but  also  for  the  care  of  the  newborn.  I think  he 
sees  to  that  very  thoroughly. 

In  1933,  through  the  efforts  of  Dr.  Bundesen  and  stimulated  by 
some  of  those  who  were  interested  in  the  same  subject,  we  started 
what  is  known  as  the  Chicago  city-wide  plan  for  the  care  of  prema- 
ture infants.  It  consisted  in  following  out  the  plan  we  were  carry- 
ing on  in  a minor  way  in  Sarah  Alorris  Hospital,  in  that  we  had  a 
station,  trained  nurses  and  wet  nurses,  a social-service  department, 
an  out-patient  department,  and  an  ambulance  service. 

The  Chicago  city-wide  plan  offers  all  the  services  that  the  Sarah 
Morris  Hospital  plan  does,  except  on  a broader  basis.  AYe  have  tAvo 
large  stations.  The  Sarah  Morris  station  Avas  able  to  care  for  23 
babies.  The  demand  for  that  type  of  care  outgrew  facilities  in  1932, 
and  we  started  a station  at  Cook  County  Hospital.  Last  July  Ave 
had  68  premature  infants  in  that  station,  and  on  Friday  of  last  week 
we  had  44. 

The  city  furnishes  an  ambulance  free  of  charge  that  will  bring 
infants,  when  the  proper  seiudce  or  the  needs  of  the  infants  cannot 
be  supplied  in  the  home,  into  one  of  the  two  stations.  The  county 
hospital  offers  entirely  free  serAuce,  and  Sarah  Morris  Hospital  fur- 
nishes a serAUce  at  minimum  cost.  About  two-thirds  of  the  parent^, 
pay  nothing. 

The  interesting  thing  about  this  plan  is  that  in  1934  our  infant 
mortality  per  1,000  lii^e  births  in  Chicago  was  47.7.  (If  I make  a 
mistake  in  these  figures,  Dr.  Bundesen  will  correct  me.)  In  1935  it 
was  41.5,  and  in  1936,  38.5.  I belieA^e  that  some  more,  not  a consid- 
erably greater  number,  of  premature  infants  were  saved  by  this  plan. 
But  Avhat  struck  me  most  forcibly  was  the  reduction  in  infant  mor- 
tality as  a whole  in  a city  of  the  size  of  Chicago.  I belie A^e  the  plan 
that  was  initiated  under  Dr.  Bundesen  certainly  had  an  influence  on 
the  whole  program  as  it  concerned  infant  mortality,  and  it  is  some- 
thing that  I think  might  be  carried  on  in  other  cities. 
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I happen  to  know  something  about  the  Massachusetts  situation, 
because  I had  a good  deal  of  contact  with  the  people  working  in  that 
department,  and  I think  the  same  endeavor  is  made  throughout  the 
State  of  N"ew  York.  Also,  two  or  three  other  States  have  followed 
that  plan  to  some  extent. 

I want  to  say  something  off  this  subject,  if  I may,  in  regard  to 
v/hat  those  in  the  profession — I am  talking  only  for  the  pediatricians 
now-— are  attempting  to  do,  not  only  to  improve  themselves  but  to 
lower  infant  mortality.  As  you  know,  in  most  of  the  States,  at  least 
in  a great  percentage  of  them,  what  is  known  as  refresher  courses 
have  been  started.  I see  Dr.  Frederick  H.  Falls  here,  the  chairman 
of  our  Illinois  State  planning  committee,  who  has  largely  fostered 
the  program  in  the  State.  We  believe  this  has  been  a very  success- 
ful thing.  We  send  out  an  obstetrician  and  a pediatrician  into  the 
counties,  and  we  send  the  men  that  they  ask  for.  They  may  ask  for 
anybody  they  wish.  They  have  an  afternoon  session  with  a talk 
given  by  a pediatrician  and  one  by  an  obstetrician,  and  the  same 
thing  is  repeated  on  different  subjects — and  subjects  always  of  their 
own  selection— -in  the  evening,  but  on  material  that  has  to  do  with 
child  or  obstetric  care. 

We  have  done  something  further,  and  we  believe  that  this  is  going 
to  work  out  very  well.  At  least  the  initial  attempt  was  made  last 
summer  to  give  1-week  courses  at  the  University  of  Illinois  Medical 
School.  The  students  start  in  on  Monday  morning  and  they  are 
through  at  noon  on  Saturday  in  time  to  go  to  a good  football  game  or 
baseball  game— -usually  baseball  at  that  season  of  the  year. 

Last  summer  we  thought  we  would  run  it  for  2 weeks  and  it  took 
us  most  of  the  summer  to  get  through  those  courses.  This  year  I 
think  we  shall  probably  run  it  all  summer.  The  number  of  attend- 
ants was  anywhere  from  6 to  as  high  as  15,  and  that  being  the  first 
year  that  we  had  attempted  this  thing,  we  thought  it  worked  out  very 
well.  We  simply  suggest  this  as  a plan  that  might  be  introduced  in 
various  States,  at  least  where  they  have  medical  schools. 

One  other  thing  regarding  our  relief-administration  work  in  Chi- 
cago: We  have  a committee  that  works  with  the  relief  administra- 
tion. We  were  paying  obstetricians  $20  for  the  complete  care  of  a 
case,  and  Dr.  Bundesen  thought  that  the  service  rendered  was  not 
complete  enough  to  meet  his  high  standards.  He  sent  us  some  rules, 
and  we  got  together  very  amicably  and  agreed  on  a set  of  principles 
that  would  be  satisfactory  to  the  profession,  to  the  relief  administra- 
tion, and  to  the  Board  of  Health  of  Chicago.  Those  include  prac- 
tically everything  that  was  asked  for  this  afternoon,  all  the  way 
from  the  Wassermann  test  down  to  repeated  urinalyses,  a thorough 
examination  once  a month,  and  once  a week  during  the  last  month 
or  two  di  pregnancy,  taking  blood  pressure,  and. so  forth. 

In  order  to  get  this  service,  our  fee  was  raised  from  $20  to  $30, 
and  the  $30  is  paid  to  all  those  who  meet  all  the  requirements.  It  is 
not  the  physician’s  fault,  of  course,  if  the  patient  does  not  appear 
until  the  eighth  month,  but  if  she  does  not  get  a Wassermann  test,  he 
loses  $10.  We  found  that  working  out  pretty  well  and  practically  no 
one  is  losing  fees  for  lack  of  a Wassermann  test  now. 

The  Chaieman.  Thank  you  for  the  case  contributions  that  are  so 
interesting  and  make  us  more  aware  of  our  problem,  more  optimistic 
about  solving  it  as  we  see  what  has  been  done  in  favored  spots. 
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Now  let  us  turn  a little  more  directly  to  the  discussion  as  it  has 
been  put  before  us  tonight.  How  may  the  challenge  be  met?  The 
first  question  that  is  asked  us  is  this:  To  what  extent  is  the  public 
aware  of  the  problem? 

Mrs.  Gustav  A.  Hipke  (Maternity  Hospital  and  Dispensary  As- 
sociation, Milwaukee,  Wis.).  May  I say  a few  words  regarding  the 
maternity  problem?  I have  w^orked  on  the  problem  for  over  32 
years,  so  I hope  that  will  give  me  a license  to  get  on  my  feet. 

I have  been  very  much  interested  in  the  discussions  today.  Many 
interesting  points  were  brought  out,  and  we  had  evidence  that  we 
know  everything  about  maternity  care  and  obstetrics ; we  heard  that 
from  men  who  are  outstanding  in  that  field.  We  also  know  that 
there  are  many  physicians  in  America  who  are  efficient,  and  that  the 
women  of  America  have  no  need  to  die.  I wish  that  this  conference 
would  get  together  and  really  decide  upon  why  the  women  die.  They 
have  no  need  to  die.  We  know  what  to  do.  We  were  told  today 
why  women  die — ^because  they  need  care  in  every  way,  because 
measurements  are  not  taken,  because  of  hemorrhages. 

There  is  no  need  for  those  women  to  die.  Speaking  from  experi- 
ence, in  our  hospital  we  had  over  500  births  in  1 year  and  we  did  not 
lose  a mother.  It  has  been  the  habit  in  our  city  to  send  abnormal 
cases  to  our  institution. 

One  of  the  greatest  nightmares  that  I know  of  occurred  when  a 
woman  had  had  no  prenatal  care  and  no  measurements  had  been 
made.  The  uterus  ruptured  and  both  the  mother  and  the  child  died. 

The  big  thing  that  I personally  feel  from  a lay  woman’s  point  of 
view  is  that  we  need  a set-up  in  every  city,  and  we  haven’t  got  it. 
I think  it  should  emanate  from  the  Children’s  Bureau  and  of  course 
the  medical  profession.  We  have  not  the  set-up,  and  that  is  the  one 
big  thing  that  should  be  done  so  that  we  are  prepJared.  And  then  of 
course  we  cannot  do  anything  unless  we  have  money,  but  it  doesn’t 
take  a great  deal  of  money  and  we  are  bound  to  save  mothers  of  this 
land. 

Could  we  not  get  this  conference  to  decide  on  something,  with  the 
medical  profession?  I see  Dr.  Bierring  is  here.  He  is  a very  fine 
man  to  call  in  to  work  on  such  a committee.  You  have  a challenge 
here,  and  there  isn’t  any  reason  in  the  world  why  it  can’t  emanate 
from  this  conference  and  save  the  lives  of  the  mothers. 

The  Chairman.  I think  perhaps  we  are  getting  a little  nearer  the 
question.  Are  we  too  professional  or  are  we  afraid  of  hurting  the 
feelings  of  our  public  if  we  say  definitely  that  the  public  does  not 
know  as  much  as  it  should  of  this  problem?  Would  you  as  a pro- 
fessional group  say  that  the  public  is  pretty  ignorant  about  this 
problem?  You  are  at  least  bold  enough  to  nod  your  heads,  and  will 
you  nod  your  heads  if  you  think  the  public  is  uninformed  about 
the  problem?  (General  agreement.) 

Thank  you.  I wouldn’t  have  dreamed  any  of  you  thought  it  from 
what  you  said  when  you  got  up,  although  I begged  you  to  say  that 
we  as  a public,  for  two  reasons,  are  uninformed. 

One  reason  is  our  own  lack  of  public  response  to  what  should  be 
an  intimate  and  important  matter  in  every  family.  It  is  a sort  of 
laziness  on  the  part  of  the  public. 
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The  other  reason  is  that  you  as  professional,  administrative  groups 
have  not  interrupted  your  work  of  trying  to  make  conditions  better — 
perhaps  you  thought  you  could  not — to  inform  us  and  to  stimulate 
us.  You  see,  we  don’t  gTOw  up  knowing  this.  Most  of  you  spent 
many  years  in  an  institution  of  learning  to  get  this  information; 
many  more  years  in  a hard,  hard  school  of  actual  practice  before 
you  knew  it.  Here  is  your  public  that  has  neither  of  those  advan- 
tages, and  yet  it  is  tremendously  important  that  your  program  be 
accepted  by  the  public.  Is  that  true  ? You  can’t  go  any  faster  than 
your  public  will  let  you. 

I think  now  we  might  come  to  the  second  question : How  can  public 
awareness  be  stimulated?  It  has  to  be  stimulated  by  the  people  who 
know  the  program  and  the  problem,  and  you  are  those  people.  How 
can  public  awareness  be  stimulated  by  those  who  know? 

This  is  not  a challenge  in  the  sense  of  ‘T  dare  you  to  tell  me.” 
Instead,  it  is  a question  that  has  in  it  a great  deal  of  earnestness, 
because  we  as  lay  people  are  begging  you  to  tell  us  how  you  intend 
to  do  this.  Unless  you  do,  we  won’t  be  able  to  cooperate  with  you. 

Is  there  anyone  here  who  has  an  idea  of  how  it  can  be  done? 

Mrs.  SiDONiE  M.  Gruenberg  (Child  Study  Association  of  America, 
New  York  City).  I am  speaking  as  a lay  person,  too.  I wonder 
whether  the  radio  has  been  used  to  the  fullest  extent  in  making  the 
public  aware  of  the  situation  regarding  maternity  care  in  this  coun- 
try, and  also  of  the  sources  of  aid  that  the  various  institutions  offer. 
It  seems  to  me  that  we  haven’t  scratched  the  surface  of  the  possi- 
bilities of  reaching  out,  of  having  that  voice  go  right  into  the  home. 

I should  like  to  see  such  a program  developed  in  more  constructive 
aspects,  not  emphasizing  fear  of  death,  fear  of  calamity  to  mother 
or  child,  but  on  a basis  of  casual  and  persistent  contact  all  through 
the  lives  of  the  family. 

I have  in  mind  a visit  I made  in  London  to  a place  called  the 
Pioneer  Health  Center.  Some  of  you  may  have  visited  it,  too.  It  is  in 
a working  district  of  London.  Two  physicians  with  vision  estab- 
lished that  center,  and  it  is  a health  center  in  everv  sense  of  the  word. 
The  center  is  built  for  the  whole  family,  and  some  four-hundred- 
and-odd  working  families  subscribe  to  the  service.  It  has  a nursery 
school.  The  real  center  of  it  is  a large  swimming  pool.  It  is  in  a 
modern  building,  almost  all  glass,  and  the  vision  of  that  building 
seems  to  me  the  vision  of  the  future.  Perhaps  centers  like  that  may 
be  spread  through  all  the  country  and  all  the  world,  centers  where 
families  can  gather,  where  they  really  feel  they  have  a place  to  go 
together. 

In  the  nursery  school,  for  instance,  the  mother  who  comes  and 
parks  her  child  doesn’t  do  so  with  a sense  of  guilt.  They  tell  her, 
“Certainly  you  may  leave  your  child  here,  and  you  go  and  use  the 
other  facilities  of  the  building.”  She  has  the  advice  of  physicians 
all  through  her  pregnancy,  at  the  birth  and  after  the  birth,  and  all 
through  the  life  of  the  child,  in  a helpful,  joyous  spirit  of  establish- 
ing the  family  rather  than  in  fear  of  calamity  and  illness.  And  so 
it  seems  to  me  that  the  most  constructive  way  is  to  build  health  cen- 
ters rather  than  just  preventive  centers. 

That  may  be  a point  beyond  the  one  we  are  considering,  but  I 
think  our  vision  should  extend  toward  that. 
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The  Chairman.  That  suggestion  is  very  up  to  date  and  very  us- 
able, undoubtedly,  that  if  you  wish  the  public  to  know  more  of  this 
problem  and  to  be  aware  of  the  sources  of  help  in  solving  it,  there 
are  methods  that  can  be  used,  and  radio  is  named  as  one. 

Can  anyone  here  who  represents  some  medical  school  or  educa- 
tional institution  tell  us  if  those  who  are  professionally  aware  have 
made  a definite  attempt  to  inform  the  public  about  this?  I do  not 
mean  giving  information  to  your  immediate  public,  the  mothers  and 
babies  who  need  the  attention  at  the  moment,  but  giving  long-time 
information  to  people  before  they  need  it — information  that  may  be 
drawn  upon  by  everyone,  becoming  a part  of  public  information. 
Is  there  any  such  attempt  on  the  part  of  the  schools? 

Dr.  C.  O.  McCormick  (Indiana  University  School  of  Medicine,  In- 
dianapolis). I am  one  of  the  few  who  believe  that  the  public  is 
inadequately  informed  about  this  subject  of  maternal  mortality  and 
maternal  loss.  I believe  also  that  one  physician  in  a hundred  is  sufii- 
ciently  informed.  Very  few  physicians  know  what  the  mortality 
really  is,  and  I believe  this  problem  of  maternal  mortality  will  never 
be  solved  until  every  layman  knows  what  constitutes  adequate  pre- 
natal, delivery,  and  postnatal  care.  When  the  laymen  do  know  that, 
then  your  problem  will  be  solved. 

As  a suggestion  or  two  that  may  line  up  with  the  suggestion  about 
the  use  of  the  radio,  I should  like  to  mention  one  or  two  things  we 
are  doing  in  our  community  to  give  information  to  the  public. 

A few  years  ago  the  Marion  County  Medical  Association  hit  upon 
the  idea  of  going  to  the  county  clerk  and  having  him  distribute  with 
each  marriage  license  that  he  issued,  a pamphlet  stressing  the  im- 
portance of  premarital  examination  and  prenatal  care  and  showing 
the  undermining  influences  of  abortion.  In  that  pamphlet  are  given 
figures  that  apply  to  maternal  mortality  in  the  general  population  of 
the  community  during  the  preceding  10  years,  that  mortality  being 
1 in  138  women.  In  contrast  to  that  is  cited  the  maternal  mortality 
in  the  university  clinic,  1 in  840  women ; also  at  the  institution  for  the 
care  of  unmarried  mothers,  in  which  no  mothers  had  died  among  more 
than  600  cases  cared  for,  from  the  same  community. 

We  have  to  meet  the  problem  squarely,  and  let’s  do  it.  Let’s  begin 
to  educate  high-school  pupils  in  the  importance  of  good  maternal  care. 
I believe  the  subject  should  be  included  in  the  high-school  curriculum, 
particularly  in  the  senior  year,  and  it  should  cover  not  only  the 
physiology  of  pregnancy  but  some  idea  of  the  gross  pathology.  Let’s 
annex  that,  if  you  wish,  to  this  course  of  so-called  sex  hygiene  and 
let  that  be  the  goal  of  the  course.  Let  us  thereby  stimulate  our  high- 
school  students  to  live  for  healthy  parenthood. 

I believe  these  are  two  direct  methods  we  have  of  getting  the  mes- 
sage across  to  the  public,  and  that  is  where  the  solution  of  the  problem 
of  maternal  loss  will  be  found. 

Miss  Hazel  Corbin  (Maternity  Center  Association,  New  York 
City).  For  5 years  now  we  have  been  carrying  on  a Nation-wide  cam- 
paign of  education  to  teach  people  the  need  for  adequate  maternal 
care.  I think  the  time  has  come  that  we  don’t  need  to  teach  the 
public  about  gross  mortality  rates.  They  don’t  understand  them.  I 
think  it  doesnx  make  much  impression  to  tell  them  14,000  women  die. 
I think  they  are  much  more  concerned  when  they  know  one  woman 
died  of  a preventable  cause. 
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The  thing  we  need  to  emphasize  and  the  thing  that  hasn’t  been 
emphasized  by  us  nearly  enough,  is  exactly  what,  in  simplest  terms,  is 
safe  maternity  care.  Exactly  what  should  a woman  expect  from  her 
doctor  ? She  should  expect  this,  that,  and  the  other  thing.  We  should 
list  them,  and  we  should  be  courageous  enough  to  say,  “If  you  are  not 
getting  that,  you  are  not  getting  the  best  care  medical  science  has 
to  offer.” 

We  should  tell  her,  “This  is  a good  hospital.  A good  hospital  in- 
cludes such  as  this.”  We  know  what  hospitals  they  are.  The  Ameri- 
can College  of  Surgeons  lists  them  but  does  not  make  the  list  available 
to  every  man  and  woman  in  the  country.  We  should  say,  “If  the 
hospital  you  have  chosen  does  not  have  these  facilities,  it  probably 
is  not  a safe  hospital.” 

We  should  do  the  same  about  nursing  service  and  reduce  our  teach- 
ing of  the  public  to  terms  they  understand  and  not  talk  in  broad, 
general  terms  about  mortality  and  the  essentials  of  safe  maternity 
care,  which  mean  nothing  to  the  average  Mr.  and  Mrs. 

The  Chairman.  That  is  very  definite  and  concrete  and  the  expres- 
sion of  what  we  really  want  to  get  over  to  the  public,  to  be  vital  and 
moving. 

Has  someone  else  a contribution — something  you  know  of  that  is 
being  done  or  something  you  are  doing  ? 

Dr.  Robert  E.  Seibels  (committee  on  maternal  welfare.  South 
Carolina  Medical  Association,  Columbia).  We  have  a program  that 
is  being  carried  out  now  and  has  been  for  the  past  several  years.  To 
begin  with,  we  investigate  every  maternal  death  reported  to  the 
bureau  of  vital  statistics.  A questionnaire  is  sent  to  the  county,  and 
a nurse  from  the  county  health  unit  goes  to  the  doctor  who  signed 
the  certificate  and  discusses  the  case  with  him  and  fills  out  the  back- 
ground of  that  case,  as  to  why  the  mother  died,  how  much  prenatal 
care  she  had,  whether  it  was  made  available  to  her,  or  why  she 
didn’t  get  it.  The  nurse  then  goes  to  the  family  and  friends  and  tries 
to  fill  in  additional  facts. 

We  feel  that  this  questionnaire  method  has  a definite  purpose. 
First  of  all,  it  gives  the  physician  in  the  rural  community  the  idea 
that  there  is  someone  back  of  him  who  is  going  to  question  him 
when  he  gets  into  difficulty  and  doesn’t  come  out  of  it  so  well.  We 
try  to  do  it  tactfully,  but  we  do  give  him  the  idea  that  somebody  is 
going  to  ask  him  why  it  is  that  he  has  had  three  patients  with 
puerperal  hemorrhages  or  five  patients  dying  of  toxemia,  and  why 
none  of  the  women  with  hemorrhages  were  given  transfusions. 

Occasionally  the  physician  rather  objects  to  the  questionnaire,  and 
then  the  nurse  is  instructed  not  to  go  further  with  it  but  to  send 
it  back  to  me.  I take  the  matter  up  by  letter  and  explain  what  we 
are  trying  to  get  at— that  we  aren’t  criticizing  him,  we  are  trying  to 
be  helpful,  and  the  only  way  we  can  help  him  in  his  community  is  to 
find  what  his  difficulty  is  and  try  to  solve  the  difficulty  in  that  com- 
munity. 

We  also  feel  it  is  educational  to  patients  and  their  friends  when 
we  say  to  the  husband : “Did  your  wife  go  down  to  the  doctor  ? Did 
he  examine  her  urine  ? Did  he  weigh  her  ? Did  he  write  down  what 
he  found  on  a piece  of  paper?  The  next  time  anyone  you  know  is 
pregnant,  tell  her  to  go  every  3 weeks  and  have  the  doctor  put  down 
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on  a piece  of  paper  what  lie  finds.”  In  that  way  we  get  the  word  out 
to  people  in  rural  districts  who  are  very  hard  to  reach. 

We  are  just  completing  a series  of  broadcasts  on  maternal  and  in- 
fant welfare  through  the  courtesy  of  the  station  in  Columbia,  which 
covers  about  70  percent  of  the  area  of  the  State.  The  script  for  this 
series  was  lent  to  us  by  the  committee  on  maternal  and  child  health 
of  the  North  Dakota  State  Medical  Association,  which  began  it  2 
years  ago  and  carried  on  a number  of  broadcasts  throughout  North 
Dakota.  We  get  away  from  any  criticism  of  the  individual  by  using 
nonpracticing  physicians.  For  instance,  the  director  of  the  maternal 
and  child-welfare  division  of  the  South  Carolina  Board  of  Health 
made  the  broadcast,  so  there  can  be  no  criticism  that  a doctor  is 
advertising. 

Then  the  third  thing,  and  one  of  the  most  useful  things  to  us,  has 
been  the  cooperation  of  the  Federation  of  Women’s  Clubs  and  the 
Council  for  the  Common  Good.  We  have  prepared  a little  pamphlet 
on  “What  Is  Prenatal  Care?  Why  Is  It  Necessary?”,  trying  to  put 
into  words  that  the  layman  can  understand  just  what  we  mean  by 
prenatal  care.  What  we  have  tried  to  do — and  the  women  have  cer- 
tainly cooperated  with  us — is  to  get  each  of  the  units  of  these  or- 
ganizations, like  the  little  local  unit  of  the  T-H  club  in  one  place  and 
the  farm  women’s  group  in  another,  to  have  one  meeting  every  year 
devoted  to  the  subject  of  maternal  welfare,  at  which  this  pamphlet 
is  read  by  somebody  who  has  had  it  explained  to  her  so  that  she  can 
explain  any  point  that  may  come  up.  In  that  way  we  try  to  get  to  the 
ultimate  consumers  the  message  they  should  have.  In  other  ways 
we  are  trying  to  reach  the  medical  profession  so  that  when  the 
patient  comes  to  the  physician  he  can  give  her  the  proper  care. 

Mrs.  Ruth  Mathebat  (American  Legion,  Alameda,  Calif.).  Ob- 
viously, the  thing  we  want  to  do  is  to  educate  the  public.  We  have 
agreed  that  the  public  does  not  know  enough  about  this  important 
subject.  We  recognize  the  fact,  too,  that  we  haven’t  enough  funds 
to  reach  into  every  community. 

I have  noticed  on  the  list  of  representatives  here  many  from  large 
lay  organizations.  They  have  sent  representatives  here  because  their 
organizations  are  interested  in  this  problem.  We  have  members  all 
over  the  United  States,  in  every  large  city,  in  every  small  city,  in 
every  hamlet  in  this  country  of  ours.  Let’s  use  those  organizations. 
The  ones  that  are  here  gaining  knowledge  can  pass  it  on  through  the 
channels  of  various  groups  in  every  community,  and  we  can  reach 
the  persons  that  we  want  to  reach  in  a very  practical  way.  Most  of 
us  belong  to  national  organizations  that  are  interested  in  child  wel- 
fare, in  caring  for  mothers,  because  we  realize  that  is  the  worth-while 
thing  in  this  country  of  ours. 

The  American  Legion  has  a child-welfare  division,  with  a director, 
and  it  has  been  distributing  literature  on  this  subject  from  its  head- 
quarters for  the  past  few  years.  From  the  letters  it  has  received 
from  urban  communities  and  from  great  cities  the  members  of  the 
staff  realize  fully  that  this  subject  needs  a great  deal  of  time  and 
thought  from  the  American  people  themselves. 

Representatives  of  these  organizations  have  come  here,  and  we 
have  all  learned  a great  many  things.  We  intend  to  learn  a great 
many  more  tomorrow.  Then  if  we  will  go  back  with  the  knowledge 
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we  have  gained  to  those  organizations  that  sent  us  here,  and  put  what 
we  know  into  practice,  we  can  go  a long  way  toward  explaining  to  the 
public  this  maternal  and  child-health  program.  As  the  layman  sees 
it,  it  is  one  we  haven’t  been  willing  to  talk  about  in  public.  We 
haven’t  been  able  to  face  it  fairly  and  squarely,  but  we  realize  now 
that  with  the  statistics  as  they  are  the  time  has  come  when  we  must 
face  the  issue ; we  must  stand  up  and  talk  to  all  groups  and  not  have 
any  qualms  about  doing  it.  We  have  left  it  to  the  members  of  the 
medical  profession,  assuming  they  knew  all  about  it.  That  day  is 
past.  It  is  up  to  each  one  of  us.  It  is  the  duty  of  every  citizen  of 
this  country  to  teach  his  neighbors  the  things  they  don’t  know.  Tell 
them  where  they  can  get  help  at  a critical  time  and  see  that  the  baby 
gets  the  proper  start  in  life.  It  is  up  to  our  organizations.  Let’s  use 
them. 

The  Chaikman.  I should  like  to  have  a brief  summary  made,  and 
now  3^011  will  see  why  I asked  these  four  consultants  to  come  up 
here.  I am  going  to  ask  Dr.  Lillian  Smith,  director,  bureau  of  child 
hygiene  and  public-health  nursing,  Michigan  State  Department  of 
Health,  to  summarize  the  answers  that  have  been  made  either  to  this 
question  or  to  other  things  that  were  raised  as  we  considered  the 
question. 

Dr.  Lillian  E,.  Smith  (State  Department  of  Health,  Lansing, 
Mich.).  It  is  evident  from  the  discussion  that  the  need  is  generally 
recognized  of  stimulating  public  interest  in  maternal  and  child 
health.  A number  of  methods  of  stimulating  the  public  interest  have 
been  mentioned  and  there  are  others  worthy  of  our  consideration. 

From  the  floor  there  has  been  discussed  the  use  of  the  radio,  health 
centers,  education  of  physicians  and  lay  groups,  education  of  the 
public  as  to  what  constitutes  safe  maternal  care,  investigation  of 
maternal  deaths,  and  informing  the  public  as  to  the  causes  of  mater- 
nal deaths  and  the  hazards  of  pregnancy  and  childbirth.  Mention 
has  also  been  made  of  informing  the  public  through  lay  organizations. 

I believe  we  might  enlarge  somewhat  on  this  use  of  lay  organiza- 
tions. We  feel  that  information  may  be  spread  through  developing 
leaders  in  lay  organizations  and  then  having  the  leaders  take  to  the 
members  of  their  groups  the  information  which  they  have  obtained 
from  professional  groups. 

In  the  discussion  I have  noticed  a gap  in  the  age  groups  mentioned 
with  reference  to  health  education.  Mention  has  been  made  of  edu- 
cation of  the  prospective  mother  and  education  of  high-school  stu- 
dents. Should  we  not  have  a continuing  program  of  health  educa- 
tion on  the  care  of  mothers  and  children  from  childhood  through 
high  school  and  college  and  from  there  to  premarital  education  and 
the  education  of  prospective  mothers  and  mothers  of  young  children  ? 

The  use  of  magazines  as  a means  of  stimulating  public  interest  has 
not  been  mentioned,  but  magazines  are  being  used  extensively  these 
days  as  a means  of  education  and  many  popular  magazines  publish 
authentic  articles  on  maternal  health  as  well  as  other  phases  of  public 
health. 

One  reason  why  our  material  has  not  been  as  effective  as  we  wish 
is  that  it  is  not  vivid  enough.  We  need  more  graphic  material.  We 
need  more  striking  posters,  and  I cannot  refrain  from  mentioning  our 
own  film  on  prenatal  care  which  was  prepared  at  Harper  Hospital, 
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Detroit,  under  the  direction  of  Dr.  Ward  Seeley,  of  the  maternal- 
health  committee  of  the  Michigan  State  Medical  Society.  This  film 
on  prenatal  care  has  been  given  to  many  lay  groups  through  the 
State;  in  fact,  we  have  five  films  in  constant  use  ancl  are  also  being 
asked  for  them  in  other  States. 

We  certainly  should  use  every  possible  avenue  for  getting  this  in- 
formation to  the  public  and  making  it  as  vivid  and  interesting  as 
possible. 

The  Chairman.  Thank  you  for  the  summary.  Dr.  Smith.  And  now 
let’s  proceed  to  the  third  question — which  is  so  nearly  like  the  second 
question  that  I don’t  wonder  there  was  confusion — and  consider  what 
methods  of  coordinating  citizen,  professional,  and  official  effort  are 
most  practicable.  We  shall  be  glad,  Dr.  Matthews,  to  hear  your  con- 
tribution. 

Dr.  Hari’ey  B.  Matthews  (committee  on  maternal  health,  New 
York  World’s  Fair).  I represent  the  maternal-health  committee  of 
the  New  York  World’s  Fair.  The  plan  we  have  in  mind  is  purely 
educational  for  the  laymen.  We  do  not  propose  to  try  to  educate  the 
doctors’.  There  are  other  places  where  we  think  they  can  be  educated 
better. 

In  plaiming  this  exhibit  on  maternal  health  for  the  world’s  fair, 
we  have  planned  it  and  expect  to  build  it  around  the  following  items : 
(1)  Premarital  and  marital.  (2)  Prenatal  care  and  all  its  ramifica- 
tions. (3)  Pregnancy.  For  pregnancy  we  think  we  can  use  illustra- 
tions, pictures,  drawings,  models,  using  the  three-dimensional  scheme. 
We  can  show  how  pregnancy  begins  and  how  it  progresses,  which  wo 
believe  will  do  a great  deal  to  educate  the  public  in  the  processes  that 
take  place  within  the  body,  within  the  uterus,  during  pregnancy. 
(4)  Labor.  By  the  same'  method  we  think  we  can  show  the  public 
how  delivery  should  be  conducted.  (5)  The  postpartum  period.  It 
seemed  to  us  the  postpartum  period  has  not  been  stressed  to  the 
public.  It  should  be,  and  we  think  that  this  is  a good  time  to  tell  the 
public  more  about  the  postpartum  period.  (6)  The  follow-up.  In 
planning  how  we  could  put  on  an  exhibit  for  the  layman  during  the 
World’s  Fair  I asked  everybody  I met  what  to  show,  and  every  nurse 
and  social-service  worker  that  I asked  said,  “Tell  them  something 
about  the  follow-up,  and  don’t  forget  the  husband.”  So  we  are 
going  to  have  a little  exhibit  showing  vrhat  the  husband  should  do 
during  the  follow-up  period  or  rather  what  he  should  not  do. 

We  think  that  will  be  a marvelous  way  of  spreading  the  news  be- 
fore the  public,  because  officials  estimate  that  50,000,000  people  will 
walk  through  the  World’s  Fair.  There  will  be  300,000  a day,  and  on 
some  days  800,000;  so  it  seems  to  me  this  is  one  way  that  the  public 
will  be  informed  about  our  subject. 

Dr.  I.  A.  Siegel  (American  Legion,  Baltimore,  Md.).  I rise  to 
suggest  a practical  method  of  coordinating  civic  and  professional 
efforts.  Two  years  ago  the  American  Legion  established  in  Maryland 
a committee  known  as  the  maternal-hygiene  committee,  of  which  I am 
chairman.  I regret  that  this  effort  at  coordination  came  through  a 
la}^  group.  However,  we  undertook  to  conduct  a professional  cam- 
paign on  the  subject  of  maternity  hygiene  in  all  its  phases,  first  ob- 
taining the  cooperation  of  professional  groups,  the  Health  Depart- 
ment of  the  State  of  Maryland,  and  the  Baltimore  City  Health 
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Department.  We  also  communicated  with  the  Maryland  Medical  and 
Chirurgical  Faculty,  explaining  to  them  what  our  purposes  were  in 
this  matter,  and  they  did  not  object.  We  likewise  communicated  with 
the  president  of  every  county  medical  society,  acquainting  them  with 
our  purposes  and  explaining  that  it  was  purely  an  educational  effort 
on  our  part,  and  they  did  not  object.  In  that  way  we  got  the  support 
of  the  entire  medical  profession  in  Maryland. 

In  addition  to  that  we  had  brought  in,  through  the  American 
Legion,  the  cooperation  of  the  various  units  and  posts  in  the  State 
in  this  fashion:  It  was  their  job  in  their  particular  communities  to 
organize  one  meeting  on  the  subject  of  maternity  hygiene.  We  held 
these  meetings  through  the  help  of  the  State  committee,  which  was 
made  up  of  members  of  the  American  Legion,  and  with  the  coopera- 
tion of  the  State  and  city  health  departments,  as  well  as  the  Children’s 
Bureau,  which  furnished  us  with  a motion -picture  film  and  literature 
on  the  subject.  Medical  men  who  were  trained  in  obstetrics  and  who 
were  connected  with  the  universities,  both  Johns  Hopkins  and  the 
University  of  Maryland,  spoke  on  various  phases  of  maternal  hygiene. 
In  addition  to  that,  we  showed  illustrative  motion  pictures  and  dis- 
tributed pamphlets  on  the  subject  of  prenatal  care.  The  pamphlets 
were  furnished  by  the  Health  Department  of  the  State  of  Ma^ryland 
and  gave  the  facts,  illustrating  prenatal  care  and  how  it  may  be 
obtained. 

In  addition,  we  had  a series  of  radio  talks,  first  presenting  the 
whole  problem  of  prenatal  care,  the  present  status  of  maternal 
mortality,  and  the  causes  of  maternal  mortality.  The  series  included 
talks  on  complications,  on  diet,  on  toxemia,  and  there  was  a talk  on 
the  importance  of  the  father  in  the  matter  of  maternal  hygiene. 

I think  such  coordination  can  be  had  in  every  State,  and  both  the 
professional  group  and  the  citizens  as  a whole  can  be  brought  to- 
gether. Parent-teacher  associations  and  other  lay  groups  would  be 
interested  in  having  a meeting  at  which  the  matter  of  prenatal  care 
in  all  its  phases  can  be  brought  to  their  attention. 

I believe  that  is  probably  a better  way  than  having  the  campaign 
come  from  one  group,  because  if  it  comes  from  the  professional  group 
alone,  the  public  may  feel  that  the  members  of  the  profession  are 
trying  to  boost  their  own  practice,  but  if  it  comes  from  a mixed 
group  in  which  the  profession  is  interested,  the  lay  group  is*  inter- 
ested, the  health  authorities  are  interested,  then  the  public  will  know 
that  it  is  a concerted  effort  on  the  part  of  all  forces  and  that  every- 
one is  interested  in  the  welfare  of  the  community  and  not  just  his 
individual  welfare. 

Dr,  Arthur  W.  Bingham  (chairman,  committee  on  maternal  wel- 
fare of  the  Medical  Society  of  New  Jersey,  East  Orange).  On  ac- 
count of  the  good  results  obtained  by  the  Essex  County  Maternal 
Welfare  Commission,  organized  in  1923,  the  Medical  Society  of  New 
Jersey  appointed  a committee  on  maternal  welfare  in  1931  to  direct 
similar  work  in  each  county.  Maternal-welfare  committees  were 
gradually  organized  in  every  county. 

Education  and  prevention  are  the  main  features  of  the  work.  Sug- 
gestions were  made  by  the  State  committee  regarding  prenatal, 
delivery,  and  postpartum  care,  to  be  carried  out  by  the  county 
committees. 
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Prenatal  centers  were  recommended,  field  nurses  being  used  in 
conjunction  with  the  centers.  Private  physicians  can  also  use  the 
field  nurses  to  supplement  the  mother's  visits  to  the  office  vrhere  dis- 
tances are  great.  The  improvement  of  hospital  facilities  and  a 
higher  standard  of  obstetrics  in  home  deliveries  were  recommended. 
The  place  to  handle  an  obstetric  case  safely  and  efficiently  is  in  a first- 
class  obstetric  hospital  unit. 

The  committee  on  maternal  welfare  of  Xew  Jersey  believes  the 
maternity  department  of  a hospital  should  be  an  isolated  unit,  with 
a separate  staff  of  obstetricians  when  possible.  There  should  be  a 
large  “courtesy”  staff  of  general  practitioners  who  may  attend  cases 
under  the  supervision  of  the  regidar  staff,  rules  for  consultations  in 
abnormal  cases  being  plainly  posted.  In  this  way  the  general  prac- 
titioners are  able  to  work  under  better  conditions  and  receive  a prac- 
tical demonstration  of  how  to  handle  abnormal  cases.  There  should 
be  regular  staff'  conferences  open  to  all  interested  in  obstetrics. 

Interest  in  the  work  increased  and  some  counties  showed  great 
progress.  A few  counties  were  slow  in  starting.  Gradually  results 
began  to  show,  and  the  maternal  mortality  rate  dropped  from  5.9 
per  1,000  live  births  in  1931,  when  the  work  began,  to  3.7  in  1936. 

Statistics  have  been  published  showing  how  each  county  stands 
regarding  the  maternal  death  rate  from  various  causes.  The  work 
has  brought  about  a realization  of  the  need  for  better  obstetrics,  and 
the  physicians  are  raising  their  standards.  A maternal-welfare 
article  is  published  each  month  in  the  Xew  Jersey  State  Medical 
J ournal. 

The  study  of  death  certificates  has  been  very  instructive.  The  cer- 
tificates show  errors  of  judgment  and  errors  in  technique,  as  well  as 
lack  of  cooperation  on  the  part  of  the  patient.  We  should  keep  con- 
stantly before  us  the  motto,  “More  care  in  handling  normal  cases; 
more  and  earlier  consultations  in  abnormal  cases.” 

In  March  1936  the  State  medical  society  and  the  State  department 
of  health  joined  forces  to  carry  on  a more  intensive  campaigm  for 
maternal  and  child  health.  Sixteen  field  physicians  were  appointed 
to  work  throughout  the  State.  They  were  paid  by  the  bureau  of 
maternal  and  child  health  of  the  State  department  of  health  from 
funds  received  under  the  Social  -Security  Act.  At  the  same  time  a 
course  of  100  lectures  was  given  all  over  the  State  by  members  of  the 
State  medical  society.  Literature  was  prepared  by  the  committee  on 
maternal  welfare  of  the  State  medical  society  and  printed  and  dis- 
tributed by  the  bureau  of  maternal  and  child  health. 

In  rallying  the  physicians  to  practice  better  obstetrics,  we  feel  that 
it  is  of  great  advantage  to  the  department  of  health  to  have  the 
active  cooperation  of  the  State  medical  society  and  also  that  it  aids 
the  work  of  the  State  medical  society  to  have  the  cooperation  of  the 
State  department  of  health.  The  chairman  of  the  committee  on 
maternal  welfare  of  the  State  medical  society  is  chief  advisory 
obstetrician  to  the  bureau  of  maternal  and  child  health. 

In  the  fall  of  1937  the  number  of  field  physicians  was  increased  to 
22,  1 for  each  coimty  and  1 for  special  work  among  colored  physi- 
cians. The  names  of  the  field  physicians  and  the  counties  they  serve 
are  now  printed  each  month  in  the  New  Jersey  State  Medical  Journal. 

The  field  physicians  are  appointed  in  the  following  maimer : Each 
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county  medical  society  nominates  three  to  five  men  and  from  these  a 
special  committee  of  the  State  medical  society  selects  qne  from  each 
county  and  recommends  him  to  the  State  department  of  health  for 
appointment.  The  committee  for  the  State  medical  society  is  com- 
posed of  the  president-elect  of  the  society,  the  chairman  of  the  wel- 
fare committee,  the  chairman  of  the  public-health  committee,  the 
chairman  of  the  maternal-welfare  committee,  the  director  of  the 
bureau  of  maternal  and  child  health. 

The  field  physician  is  the  contact  man  between  the  State  and  county 
maternal-welf are  committees,  the  State  department  of  health,  and 
the  physicians  of  the  county.  His  function  is  to  stimulate  among 
physicians  in  his  county  interest  in  and  familiarity  with  modern 
educational  and  preventive  maternal-welfare  and  child-health  prac- 
tices. His  work  has  two  divisions:  (1)  Maternal  welfare  and  (2) 
child  health. 

(1)  Maternal  welfare. — The  field  physician  calls  on  physicians 
in  the  county  and  distributes  literature,  which  includes  prenatal 
cards  and  standard  procedures  for  prenatal,  delivery,  and  postnatal 
care,  as  well  as  rules  and  directions  to  be  given  by  the  physicians  to 
their  patients. 

He  urges  the  use  of  modern  equipment.  He  also  investigates  pre- 
natal centers  already  in  operation  in  the  county,  as  well  as  the  need 
for  more  prenatal  centers.  He  helps  to  arrange  obstetric  conferences 
and  explains  the  refresher  courses  that  are  being  given  at  Margaret 
Hague  Maternity  Hospital,  Jersey  City. 

He  urges  consultations  in  abnormal  cases  and  explains  how  to  get 
a consultant  for  a patient  in  the  low-wage  group,  the  consultant 
to  be  paid  by  the  State  department  of  health.  Any  competent  con- 
sultant may  be  selected.  By  giving  the  family  physician  free  choice 
of  consultant,  he  shares  in  the  responsibility  for  improving  maternity 
care  and  is  more  likely  to  cooperate.  The  field  physician  provides 
the  slips  to  be  filled  out  by  the  attending  physician  and  the  consultant. 
There  have  been  over  125  consultations  since  May  1936.  Midwives 
may  also  use  this  service.  These  slips  are  all  checked  by  the  chair- 
man of  the  committee  on  maternal  welfare. 

The  field  physician  explains  how  to  get  a nurse  for  delivery  serv- 
ice in  the  home  for  a patient  in  a low-wage  group,  the  nurse  being 
])aid  by  the  State  department  of  health.  He  provides  the  slips  to  be 
filled  out  ill  each  case.  Any  registered  nurse  may  be  called.  The 
assistance  of  a nurse  at  the  delivery  or  to  a consultant  in  an  abnormal 
case  is  of  real  value  to  the  patient  and  the  physician.  Over  1,500 
patients  have  used  this  nursing- delivery  service  since  May  1936.  The 
]iursing  slips  are  all  checked  by  the  assistant  supervisor  of  delivery 
service. 

The  field  physician  investigates  every  maternal  death  in  his  county, 
reporting  findings  to  the  chairman  of  the  State  committee  on  ma- 
ternal welfare.  This  is  done  not  for  criticism  but  for  more  accurate 
diagnosis  and  classification  and  for  discussion  in  obstetric  conferences. 
He  investigates  all  hospitals  taking  obstetric  cases  and  gets  an  annual 
report  from  each.  He  urges  them  to  adopt  the  rules  suggested  by  the 
State  committee  on  maternal  welfare  and  to  isolate  obstetric  patients 
from  others. 

(2)  Child  health. — The  field  physician  helps  doctors  to  familiarize 
themselves  with  methods  and  procedures  through  attendance  at  lec- 
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ture  courses  and  at  baby  clinics,  through  pamphlets  and  books,  re- 
fresher courses,  and  pediatric  conferences.  He  helps  physicians  to 
be  prepared  to  keep  records,  immunize  children,  examine  and  weigh 
well  babies,  arrange  for  monthly  office  yisits,  and  educate  mothers  in 
the  care,  feeding,  and  management  of  children. 

Meetings  are  held  monthly  with  the  field  physicians,  and  semi- 
annually there  is  a meeting  of  all  the  county  maternal- welfare  com- 
mittees with  the  State  committee.  The  field  physician  attends  all 
meetings  of  maternal  and  child-health  conmiittees  as  well  as  of  the 
county  medical  society.  He  does  eyerything  possible  to  assist  in 
reaching  our  goal,  which  is  adequate  superyision  and  care  for  eyery 
expectant  mother  and  eyery  child  in  Xew  Jersey, 

Instead  of  lectures  tliis  year  we  are  holding  obstetric  conferences 
in  each  county.  A few  of  the  counties  haye  had  such  conferences 
for  the  past  2 or  3 years.  The  purpose  is  to  discuss  the  deaths  and 
difficult  cases  that  haye  occurred  and  from  time  to  time  to  haye  a 
physician  from  outside  the  county  lead  the  discussion.  A number  of 
obstetricians  haye  agreed  to  lead  these  discussions  when  requested, 
and  it  is  hoped  that  more  counties  will  ayail  themselyes  soon  of  this 
opportunity. 

The  chairman  has  attended  seyeral  of  these  conferences  and  has 
future  engagements  for  others.  On  these  occasions  the  discussion 
has  been  on  facts  brought  out  by  death  certificates  with  emphasis  on 
what  not  to  do. 

Eegarding  our  record  for  1937 : Although  one  county  has  had  sey- 
eral more  deaths  than  in  1936,  most  of  the  counties  haye  had  fewer 
than  in  1936,  so  that  the  total  will  probably  be  a little  better  than  in 
1936,  when  it  was  3.7  per  1,000  liye  births. 

The  improyement  in  the  standard  of  maternal  care  in  Xew  Jersey 
as  shown  by  these  statistics  is  largely  due  to  the  excellent  cooperation 
of  the  physicians  throughout  the  State,  without  which  we  cannot 
succeed. 

In  closing,  allow  me  to  quote  some  statistics  from  the  Orange 
Memorial  Hospital,  Orange,  a typical  community  hospital.  In  1937, 
1,117  mothers  were  deliyered  by  98  different  physicians  and  120  abor- 
tions were  treated,  with  no  maternal  deaths.  Xo  patient  was  re- 
fused admission.  Xo  ward  patient  has  died  in  2 years.  Part  of  the 
credit  for  this  record  is  due  to  the  Maternity  Center  of  the  Oranges 
and  Maplewood,  whose  excellent  system  of  prenatal  care  preyents 
maii}^  complications. 

The  Chaurmax.  That  is  an  extremely  interesting  program.  It 
makes  us  wonder  why  the  whole  problem  has  not  been  solyed,  when 
we  know  of  such  effort  as  this  and  realize  the  success  here  and  there. 
IVe  are  coiiyinced  that  what  has  been  done  and  is  being  done  can  be 
duplicated. 

Mrs.  Dora  H.  Stockmax^  (Xational  Grange,  East  Lansing, 
Mich.).  I represent  the  Xational  Grange,  about  1,000,000  farmers 
of  the  United  States.  I am  just  wondering  if  we  woidd  not  go  much 
faster  if  we  asked,  in  a democratic  way,  these  groups  that  are  inter- 
ested to  deyelop  some  of  the  ways  to  get  these  ideas  across.  Already 
they  are  yolunteering  to  do  this  work,  and  I am  sure  Miss  Lenroot 
has  found  that  all  these  groups,  like  the  Xational  Grange,*  the 
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American  Farm  Bureau  Federation,  the  American  Legion,  the  Gen- 
eral Federation  of  Women’s  Clubs,  are  most  eager  to  carry  out  the 
program.  We  think — and  I believe  I am  expressing  the  point  of 
view  of  thousands  of  lay  people — that  we  could  share  in  this,  and 
if  we  took  hold  hand-in-hand  we  could  go  a long  way. 

We  have  the  science  and  the  knowledge,  we  all  admit.  We  haven’t 
enough  people  nor  enough  money  to  do  the  job,  we  think,  but  we 
could  have  if  we  all  wanted  it  very  much.  Just  now  in  America 
there  is  a vital  group  of  thousands  of  young  people  between  the  ages 
of  17  and  21  who  have  no  jobs  and  who  do  need  to  know  something 
about  this.  If  we  select  young  people  in  the  National  Youth  Ad- 
ministration and  in  high  schools  and  other  groups,  and  let  them 
know  about  this,  we  are  going  to  carry  the  story  forward.  They  are 
the  ones  who  are  going  to  do  this  work,  because,  despite  all  the  other 
facts,  we  must  have  the  cooperation  of  these  young  people. 

I remember  a number  of  years  ago  when  my  youngest  son  was  a 
small  boy,  we  were  going  down  to  the  barn  one  night  to  feed  the 
sheep.  The  boy  was  following  behind  and  I was  carrying  the  lantern. 
Finally  he  suggested,  ^‘Mother,  if  you  let  me  help  carry  the  lantern, 
we  could  both  see  better,  couldn’t  we  I” 

I think  that  one  fundamental  thing  in  getting  these  scientific  facts 
and  these  problems  across  is  to  ask  in  a democratic  way:  “How 
do  you  think  it  can  be  done,  and  how  shall  we  do  it?”  I think  that 
is  the  fundamental  thing  that  Miss  Lenroot  is  doing  in  bringing  these 
many  groups  together.  We  all  want  the  same  thing,  and  if  we  can 
all  take  hold  of  this  lantern,  I am  sure  that  we  can  make  more  prog- 
ress in  the  next  5 years  than  we  have  in  the  past  25. 

The  Chairman.  I am  sure  at  least  one  of  the  answers  to  Mrs. 
Stockman’s  question  will  come  out  of  this  conference.  How  can  pro- 
fessional and  administrative  groups  cooperate  more  effectively  with 
the  public?  Dr.  Chadwick,  of  Massachusetts,  our  other  consultant 
on  this  end  of  the  platform,  will  summarize  the  answers  to  this  ques- 
tion, if  there  have  been  any,  and  give  us  a bit  of  his  thinking  on  this 
third  question. 

Dr.  Henry  D.  Chadwick  (Massachusetts  Department  of  Public 
Health,  Boston).  We  have  had  several  methods  proposed  here  this 
evening,  which  it  seems  to  me  would  be  very  effective.  First,  spread- 
ing information  as  regards  what  is  proper  maternal  hygiene  through 
services  extended  by  various  large  groups,  such  as  the  American 
Legion,  the  American  Farm  Bureau  Federation,  the  National 
Grange,  the  General  Federation  of  Women’s  Clubs,  and  others. 

A method  by  which  such  information  could  be  brought  to  the  peo- 
jile  would  be  similar  to  that  which  we  are  using  in  Massachusetts  in 
our  cooperative  committees  on  cancer.  We  have  in  every  city  and 
town,  or  will  have  in  the  course  of  another  year,  cooperative  com- 
mittees made  up  of  representatives  of  various  organizations,  service 
clubs,  religious  groups,  and  others  in  that  community,  one  representa- 
tive on  each  committee.  It  is  the  duty  of  this  member  to  have  a talk 
given  by  local  physicians  to  her  own  group  or  club  on  the  subject 
of  cancer. 

The  same  thing  could  be  done  for  maternal  hygiene,  and  we  have 
found  it  much  more  effective  to  have  these  talks  given  by  local  phy- 
sicians to  small  groups,  12,  15,  or  25  persons,  rather  than  to  attempt 
to  get  a large  meeting  in  which  the  discussion  has  to  be  in  the  form 
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of  a lecture.  With  a smaller  group,  it  is  more  in  the  nature  of  a 
round-table  discussion,  in  which  questions  may  be  asked  and  the  an- 
swers given. 

We  come  down,  I think,  to  the  method  that  we  have  been  talking 
about  tonight;  that  is,  action  through  the  medical  societies,  as  they 
have  been  doing  in  New  Jersey.  In  Massachusetts  we  are  carrying 
on  a study  of  maternal  deaths  in  cooperation  with  the  health  depart- 
I ment  and  the  Massachusetts  Medical  Society.  Each  death  certificate 
; is  studied  to  find  out  whether  death  was  due  to  some  puerperal  cause. 

I If  so,  it  is  sent  to  a committee  of  the  obstetric  society.  We  have 
^ appointed  obstetricians  in  different  areas  of  the  State  and,  when  a 
i death  occurs  from  a puerperal  cause,  the  death  is  reported  to  the 
> obstetrician  in  that  area,  and  he  in  turn  goes  and  discusses  the  prob- 
! lem  with  the  physician  in  charge  of  the  case  and  fills  out  a rather 
comprehensive  questionnaire  as  to  what  happened.  That  question- 
I naire  is  referred  to  the  committee  of  the  obstetric  society  for  review 
and  discussion  to  determine  what  was  done  that  should  not  have  been 
: done,  or  where  the  mistake  was  made,  if  any.  That  serves  a very 
useful  purpose  in  that  it  gives  the  physicians  of  the  State  a knowl- 
edge that  these  maternal  deaths  are  being  studied,  and  the  individual 
: in  charge  of  a particular  case  has  the  benefit  of  the  postmortem  dis- 
I cussion  with  the  obstetrician. 

Then  we  are  giving  postgraduate  courses  in  obstetrics  and  pediatrics 
, to  the  different  county  societies,  and  we  should  like  to  provide  con- 
sultation service  for  the  patients  who  are  cared  for  in  the  home. 
Nearly  70  percent  of  the  deliveries  are  in  hospitals  in  Massachusetts, 
but  for  the  other  30  percent  we  should  like  to  furnish  consultant 
service  where  it  is  needed  and  also  see  that  delivery-nursing  service 
is  provided  where  it  is  needed. 

The  Chairman.  We  have  considered  the  three  questions  and  sum- 
„ marized  the  questions  as  we  went  along.  To  what  extent  is  the  public 
aware  of  the  problem  ? Not  nearly  to  so  great  an  extent  as  we  would 
wish  if  it  is  to  be  solved. 

How  can  public  awareness  be  stimulated?  By  constant  contact 
between  you  professional  people  and  lay  groups  wherever  you  meet 
I them,  and  by  making  occasions  to  meet  them. 

[ What  methods  of  coordinating  citizen,  professional,  and  official 
effort  are  most  practical?  We  have  had  two  illustrations  given,  one 
from  the  American  Legion  attempt  in  Maryland;  the  other  from 
the  work  that  has  been  done  in  New  Jersey.  We  have  also  had  some- 
thing specific  about  another  State,  Massachusetts. 

In  the  findings  that  come  into  our  hands  more  than  one  way  of 
coordinating  the  efforts  of  the  three  groups  will  be  discoverable  as 
we  read  these  presentations.  It  is  a very  hopeful  and  optimistic  out- 
look for  proper  cooperation  among  the  three  types  of  individuals 
Interested.  I am  sure  that  you,  as  professional  people,  agree  that 
your  program  cannot  move  forward  effectively,  happily,  the  way  you 
want  it  to,  any  faster  than  your  public  is  made  aware  of  what  you 
are  doing  and  is  placed  in  the  position  where  it  understands  and  is 
willing  to  support  your  work.  I am  sure  that  is  what  we  should  like 
to  have  come  out  of  this  conference,  because,  as  was  stated  here,  we 
represent  hundreds  of  thousands,  even  millions,  of  people  who  are  not 
aware  of  all  the  facts  but  are  ready  to  cooperate. 
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Now  for  our  fourth  question,  as  to  how  the  fine  things  that  come 
out  of  this  conference  may  be  continued,  if  it  is  desired  that  they 
be  continued.  I am  going  to  ask  Miss  Lenroot  to  say  a word  on  that. 

Miss  Lenroot.  Madam  Chairman,  I think  the  forum  this  evening 
has  been  a very  practical  demonstration  of  the  value  of  providing 
means  for  exchange  of  information  and  experience.  If  all  of  you 
could  have  had  the  opportunity  of  attending  the  meeting  of  the  com- 
mittee on  resources  of  citizens’  groups,  you  would  have  found  there 
information  which,  when  added  to  this  discussion,  would  have  given 
a very  interesting  picture  of  what  is  being  done,  nationally  and  lo- 
cally, as  far  as  it  could  be  brought  together  in  the  very  limited  time 
available  this  evening. 

The  committee  on  resources  of  citizens’  groups,  in  the  report  that 
will  be  submitted  to  the  conference  tomorrow  afternoon,  will  makei 
certain  suggestions  for  continuing  an  interchange  of  information  and 
experience,  a means  by  which  steps  may  be  taken  as  experience  demon- 
strates the  need  for  taking  such  steps  without  in  any  way  committing 
any  organization  or  any  individual  to  any  program  at  this  time.  You 
will  have  before  you  tomorrow  for  consideration  and  information 
and  action— because  that  will  be  a type  of  thing  that  the  conference 
itself  must  act  upon — a definite  resolution  from  the  committee.  With- 
out asking  you  to  consider  how  this  may  be  formulated,  I should 
like,  Madam  Chairman,  to  have  very  quickly  some  indication  of 
whether  the  people  in  this  room  believe  that  a means  should  be 
provided  for  continuing  this  work. 

The  Chairman.  I think  that  is  a question  that  we  might  almost 
answer  as  we  did  the  first  question.  How  many  of  you  feel  that  the 
gathering  together  of  many  delegates  from  all  over  the  country  has 
meant  that  we  are  starting  something  that  should  be  continued  in 
some  form? 

(Hands  of  the  majority  were  raised.) 

Mr.  Gut  I.  Burch  (American  Eugenics  Society,  Arlington,  Va.). 
I think  that  to  some  of  us  it  would  depend  upon  the  scope  of  the 
program,  whether  it  included  all  types  of  factors  that  influence  ma- 
ternal and  child  mortality. 

The  Chairman.  Would  you  like  to  widen  the  scope  of  the  program? 

J^Ir.  Burch.  If  the  restrictions  were  lifted.  For  instance,  this  morn- 
ing we  saw  that  one  group,  say,  the  group  interested  in  birth  control, 
was  left  out,  and  I think  if  all  those  factors  were  considered,  more  of 
us  would  be  more  inclined  to  go  along. 

The  Chairman.  When  the  proposition  is  brought  before  us,  we  can 
react  to  it. 

Do  the  educators,  and  of  course  you  people  all  fall  in  that  group, 
think  that  the  findings  of  this  conference  should  be  implemented  for 
future  use  ? That  is  the  question  we  want  answered,  and  the  manner 
of  implement  that  it  shall  be  will  be  a part  of  our  privilege  to  decide 
as  these  matters  are  brought  to  us  tomorrow. 

May  I,  in  closing,  say  one  very  serious  word  to  you.  I think  the) 
generosity  of  individuals  who  are  called  upon  suddenly  to  make  a 
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contribution  to  a progi’ani  should,  be  commended,  and  in  all  earnest- 
ness and  with  great  appreciation  I want  to  mention  the  fact  that  Dr. 
Cheslev,  of  Minnesota;  Dr.  Smith,  of  Michigan;  Miss  Fish,  of  Wash- 
ington, D.  C. ; and  Dr.  Chadwick,  of  Massachusetts,  came  to  the  plat- 
form to  help  me  with  my  discussion  this  eYening  and  to  give  you  the^ 
pleasure  of  listening  to  their  contribution.  We  all  sincerely  thank 
them,  and  I am  sure  you  will  thank  them  with  applause.  [Applause.] 
(Meeting  adjourned.) 


Tuesday,  January  i8 — Morning  Session 

Katharine  F.  Lenroot,  presiding 

The  Chairman.  I wish  to  express  my  very  deep  gratitude,  in  which 
I am  sure  every  member  of  the  conference  shares,  for  the  kindness  of 
Mrs.  Roosevelt  in  making  it  possible  for  us  to  have  this  meeting  at 
the  Wliite  House.  It  is  unnecessary  for  me  to  say  anything  about 
the  service  that  Mrs.  Roosevelt  is  constantly  giving  in  all  matters 
bearing  upon  the  welfare  of  mothers  and  children  and  the  family. 
She  is  untiring  in  her  interest  and  her  efforts ; she  never  fails  to  re- 
spond to  any  call  that  is  made  upon  her  within  the  maximum  possi- 
bilities of  her  marvelous  resources  of  spirit,  energy,  and  intelligence. 

She  has  manifested  throughout  the  weeks  of  preparation  for  thisi 
conference  a very  great  personal  interest  in  it.  Some  weeks  ago  she 
invited  Dr.  Eliot  and  me  to  be  present  at  her  press  conference  and 
gave  practically  the  whole  hour  to  discussing  with  the  women  of 
the  press  the  purpose  and  objectives  of  the  conference. 

Yesterday  Mrs.  Roosevelt  talked  with  me  over  the  telephone  and 
said  that  the  death  of  a very  dear  friend  made  it  impossible  for  her 
to  be  here  this  morning.  However,  I know  we  all  feel  her  presence 
in  spirit  here  with  us,  and  she  has  asked  me  to  report  to  her  per- 
sonally the  deliberations  of  the  conference.  I shall  at  that  time,  of 
course,  express  to  her  your  gratitude  for  her  hospitality  and  your 
appreciation  of  her  interest  in  our  problem. 

Mrs.  Roosevelt  has  asked  Mrs.  Warren  Delano  Robbins  to  represent 
her  on  this  occasion  as  hostess  for  her,  and  to  bring  to  you  her  greet- 
ings and  her  message  of  welcome. 

Mrs.  Robbins.  Mrs.  Roosevelt  asked  me  to  tell  you  how  very  sorry 
she  was  not  to  be  with  you  this  morning,  and  to  welcome  you  all  to 
the  White  House. 

The  Chairman.  We  shall  have  the  great  pleasure  of  having  Mr. 
James  Roosevelt  speak  now. 

Mr.  Roosevelt.  I think  you  know  that  I am  privileged  to  be  here 
with  you  simply  because  I am  in  the  position  of  substitute  for  my 
mother.  She  wanted  me  to  come  particularly  to  tell  you  how  she 
missed  the  opportunity  of  being  with  you,  and,  as  you  know,  except 
for  a very  sad  occasion  she  would  be  here. 

I have  only  one  bone  to  pick  with  her.  When  she  left,  she  asked 
me  to  come  and  she  presented  the  invitation  very  properly,  but  she 
did  not  give  me  the  remarks  I was  supposed  to  address  on  her  be- 
half. So  entirely  personally  may  I say  what  I feel  all  of  you  must 
know — that  we  who  are  a part  of  the  controversial  side  of  govern- 
ment have  a tremendous  interest  in  and  sympathy  with  the  unani- 
mously supported  work  you  people  are  doing.  After  all,  while  you 
are  animated  by  humanitarian  purposes,  to  the  rest  of  us  you  add 
something  a little  more  significant. 
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It  may  seem  in  these  days  when  the  newspapers  are  full  of  the 
questions  of  national  defense  as  they  refer  to  the  necessity  for  re- 
armament and  the  building  of  armies  and  navies  and  things  of  that 
kind,  that  perhaps  the  most  important  part  is  often  overlooked,  and 
that  is  the  part  that  you  are  doing;  for  the  best  national  defense 
that  we  can  have  is  proper  children  growing  up  under  the  proper 
kind  of  care.  I feel  that  those  who  really  study  the  problem  know 
that  we  shall  be  regarded  by  the  nations  of  the  world  as  an  intel- 
ligent nation,  worthy  of  complete  respect,  if  our  children  and  their 
mothers  are  so  outstandingly  fine  that  we  can  say  without  any  ques- 
tion that  we  exemplify  the  true  heights  that  civilization  can  reach. 

Before  I leave  I want  once  again  to  say  that  I hope  you  will  all 
be  happy  here  in  Washington  and  feel  that  all  of  us,  though  you 
may  not  see  many  of  us  working  in  the  various  departments  of  the 
Government,  are  behind  Miss  Lenroot  and  the  wonderful  work  she 
is  doing  and  that  we  appreciate  the  inspiration  all  of  you  bring  to 
us  here  in  Washington. 

Thank  you  very  much. 

The  Chairman.  Mr.  Eoosevelt,  we  are  deeply  grateful  for  this 
message  and  hope  that  you  will  convey  to  your  mother,  as  I shall 
have  the  privilege  of  doing  also,  our  deep  gratitude  for  the  oppor- 
tunity of  meeting  in  the  East  Boom  and  having  the  inspiration  of 
knowing  that  you  and  your  mother  and  the  President  are  as  one 
with  us  in  the  desire  to  solve  some  of  these  very  serious  problems 
confronting  mothers  and  children. 

Mr.  James  Boosevelt  himself  has  always  been  a most  consistent 
friend.  I have  not  hesitated  to  call  on  him  from  time  to  time  for 
advice  and  counsel,  and  he  has  always  responded  most  cordially  and 
helpfully. 

We  reviewed  yesterday  what  constitutes  good  care  for  mothers 
and  babies  and  what  is  involved  in  extending  good  care  to  all 
mothers  and  babies.  Before  those  reviews,  we  had  the  very  compre- 
hensive and  stimulating  analysis,  by  the  Surgeon  General  of  the 
United  States  Public  Health  Service,  of  the  relation  of  a program 
of  care  for  mothers  and  babies  to  the  health  needs  of  all  the  people 
and  the  responsibility  of  the  public  for  adequate  health  care. 

Today  we  are  to  have  illustrations  of  encouraging  experiences.  I 
think  some  of  us  yesterday  perhaps  felt  somewhat  oppressed  by  the 
darkness  of  the  picture  that  was  presented  to  us,  but  today  we  are 
going  to  give  you  some  high  lights  of  efforts  that  have  been  attended 
with  success,  that  point  the  way  toward  making  more  universal  the 
methods  that  have  been  successfully  used. 

We  have,  therefore,  planned  a symposium  under  the  leadership 
of  the  Assistant  Chief  of  the  Children’s  Bureau,  Dr.  Martha  M. 
Eliot. 


SYMPOSIUM:  WHAT  IS  BEING  DONE  TODAY? 
WHAT  CAN  BE  DONE  TOMORROW? 


Martha  M.  Eliot,  M.  D.,  Assistant  Chief,  Children’s  Bureau,  United  States  Department  of  Labor, 

Leader 

The  Chairman.  I am  not  going  to  take  very  long  this  morning  to 
introduce  the  symposium  that  you  are  to  hear  very  shortly.  I do 
want,  however,  to  pick  up  the  discussion  where  it  was  left  yester- 
day. Though  the  general  situation  certainly  requires  action  on  the 
part  of  people  who  are  interested  in  doing  something  about  these 
problems  that  we  have  been  discovering,  nevertheless,  I think  that 
we  should  realize  that  many  constructive  efforts  have  already  been 
made  in  this  field.  Many  private,  as  well  as  public,  agencies  have 
made  notable  advances  along  these  lines,  advances  that  have  given  us 
the  basis  for  procedure.  They  have,  in  fact,  given  us  the  inspiration 
to  go  ahead  and  do  something  about  this  program  for  women  and 
their  babies  all  over  the  country. 

The  advances  that  have  been  made  by  these  special  groups,  work- 
ing in  the  field,  have  shown  us  the  way  through  programs  of  action 
that  are  of  the  greatest  help  now  in  planning  for  the  future,  and  in 
developing  methods.  They  have  helped  us  in  developing  the  stand- 
ards that  have  been  established  for  this  type  of  care. 

It  would  be  utterly  impossible  for  me  to  mention  all  the  groups 
that  have  been  involved  in  pioneer  work  in  this  field.  I still  speak 
of  it  as  pioneer,  because  after  yesterday’s  program  I think  it  must 
seem  pioneer  to  all  of  us.  There  are,  of  course,  the  many  efforts 
on  the  part  of  medical  societies  to  study  the  procedure,  the  work, 
and  the  results  of  work  in  their  own  communities,  from  which  we 
have  learned  many  facts  with  regard  to  how  we  should  go  ahead  in 
this  program — not  only  facts  with  regard  to  mortality  and  morbid- 
ity, but  also  procedure.  I should  like  to  refer  to  some  of  the  special 
studies  that  have  been  made,  but  before  the  morning  is  over  you  are 
going  to  hear  something  more  about  the  special  studies  made  by 
medical  organizations  in  the  evaluation  of  their  own  programs.  I 
should  like  to  note  especially  an  interesting  piece  of  work  in  the  field 
of  maternity  care  that  has  been  done  through  the  medical  society  in 
cooperation  with  the  State  Health  Department  of  New  Jersey. 
Those  of  you  who  were  at  the  forum  last  evening  heard  it  described. 

Then  there  are  the  pioneer  undertakings  that  have  to  do  with 
getting  information  over  to  the  public,  such  as  that  of  the  Maternity 
Center  in  New  York  City.  There  are  pioneer  jobs  of  working  out 
^practical  programs  in  cities,  such  as  that  in  New  Orleans,  a small 
project  but  one  that  shows  great  possibilities.  You  will  hear  later 
about  another  in  one  of  our  large  cities.  I could  mention  others, 
but  there  is  not  time. 
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Then  there  are  the  tremendous  advances  that  have  been  made 
through  the  work  of  the  maternity  hospitals  and  those  sections  of 
general  hospitals  that  have  been  devoted  primaril}"  to  maternity 
care.  There  are  the  great  advances  that  have  been  made  in  the  care 
of  newborn  babies  in  many  of  our  large  hospitals  and  in  connection 
with  many  of  our  medical  schools.  There  are,  too,  the  advances  that 
have  been  made  in  medical  science  and  medical  education.  Even 
greater  advances  will  be  made  in  the  future  in  each  of  these  fields. 

So  far  the  agencies  to  which  I have  referred  have  largely  been  those 
operated  by  voluntary  groups.  The  public  agencies,  too,  have  made 
tremendous  strides  in  this  work  for  maternitv  and  infancv,  starting 
many  years  ago  and  continuing  to  the  present  time,  when  through 
State,  citv,  and  countv  endeavor,  so  much  is  being  done  in  the  field 
of  maternal  and  child  health. 

Yesterday  a great  deal  was  said  about  the  rural  areas.  I think 
that  we  should  not  forget  that  there  are  grave  needs  in  the  cities. 
The  cities,  however,  probably  have  done  more  to  show  us  the  way 
than  have  the  rural  areas,  because  thev  have  had  facilities  which  in 
maii}^  cases  the  rural  areas  have  not  had. 

The  program  this  morning  is  going  to  give  you  a picture  of  a few 
areas,  of  a few  of  the  things  that  are  being  done.  Before  we  get 
through  I hope  that  we  shall  have  time  to  describe  briefly  how  this 
is  affecting  the  country  as  a whole  because  the  participants  in  the 
symposium  this  morning  will  give  you  but  a fragmentary  picture  of 
the  many  tilings  that  are  happening  all  over  the  country.  I want 
voii  to  realize  that  the  work,  which  will  be  described  bv  these 
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speakers,  is  really  representative  of  many  scattered  undertakings. 
The  work  that  is  being  done  is  good,  but  by  and  large  as  you  look 
over  the  countrv  as  a whole  voii  find  that  the  total  amount  of  work  is 
small.  There  is  much  vet  to  be  done  to  extend  it  to  all  the  different 
communities  in  our  country. 

This  morning  again  we  are  going  to  begin  with  the  rural  areas  and 
then  go  on  to  the  cities.  As  a matter  of  fact,  I think  we  are  going  to 
hear  about  some  rural  and  some  city  work  from  the  first  speaker — 
Dr.  B.  F.  Austin,  the  director  of  the  bureau  of  hygiene  and  nursing 
of  the  Alabama  Department  of  Public  Health.  Dr.  Austin  has  been 
in  the  Department  of  Public  Health  of  Alabama  for  manv  vears. 
For  2 years  he  has  been  director  of  this  particular  bureau.  He  has 
taken  the  most  tremendous  interest  in  building  up  the  maternal  and 
child-health  services  in  Alabama,  and  he  will  give  us  a picture  of 
some  of  the  things  that  are  being  done  there. 

Dr.  Austin.  As  an  introduction  I want  to  give  you  the  background 
of  our  set-up  in  Alabama.  Our  organization  is  such  that  the  State 
medical  association  is  the  State  board  of  health.  Each  county  medi- 
cal societv  elects  five  of  its  members  to  act  as  a countv  board  of 
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health.  That  makes  the  State  health  department  and  its  integral 
units  of  county  health  departments  a vital  part  of  our  State  medical 
association  and  our  countv  medical  societies,  so  that  all  our  work  in 
Alabama  is  being  done  at  the  instance  of  the  medical  profession  of 
the  State.  On  occasions  some  physicians  have  voiced  their  opposi- 
tion to  some  of  the  things  that  we  have  done,  but  the  majority  and 
the  leaders  are  helping  and  are  proposing  the  programs  that  we  are 
carrying  out. 
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Today  we  have  in  67  counties — that  is,  in  all  our  counties — full-time 
county  health  services.  In  each  county  there  is  a physician,  who  is 
the  county  health  officer,  and  at  least  1 nurse;  32  of  the  counties 
have  1 nurse  and  23  have  2 nurses  each ; each  of  the  other  counties 
has  3 or  more  nurses;  1 county  has  4.  With  such  personnel,  with 
whom  our  State  health-department  personnel  can  work  and  carry 
forward  activities,  we  are  doing  some  of  the  things  that  I am  going 
to  enumerate. 

Next  I would  like  you  to  know  that  on  the  staff  of  the  bureau  of 
hygiene  and  nursing  of  the  State  health  department  we  have  a medi- 
cal director,  an  obstetrician,  two  pediatricians,  one  of  them  a Negro 
physician  who  has  been  lent  to  us  by  the  Children’s  Bureau  and 
wdio  is  doing  a magnificent  piece  of  work.  According  to  a tele- 
gram received  from  Dr.  Baker  this  morning,  a third  pediatrician 
will  be  on  our  staff  shortly. 

These  specialists  are  on  our  staff  to  assist  us  as  county  health 
workers  and  as  State  health  workers  in  this  field  of  work.  They  are 
also  there  to  assist  us  in  stimulating  an  interest  on  the  part  of  the 
public  and  particularly  of  the  medical  profession  in  the  problem 
that  is  before  us.  They  carry  on  their  activities  through  the  county 
health  departments  and  the  county  medical  societies.  When  a 
pediatrician  goes  into  a county  he  has  the  backing  not  only  of  the 
county  health  department  and  all  its  personnel,  but  of  the  county 
medical  society  as  well.  This  special  service  is  being  rendered  pri- 
marily to  assist  us  and  the  physicians  and  the  public  to  know  and 
to  appreciate  the  value  of  the  work  that  we  are  doing. 

As  part  of  our  maternal  and  child-health  program  we  have  on 
our  staff  an  oral-health  teacher  and  a dentist  who  go  throughout  the 
State  teaching  health  workers,  teachers,  and  school  children  the 
value  and  the  importance  of  oral  health. 

We  have  five  advisory  nurses  and  one  nurse-midwife  who  is  an 
adviser.  I will  tell  you  more  about  her  program  later. 

The  program  is  built  around  education  which  is  promoted  through 
lectures,  personal  contacts,  group  conferences,  radio  broadcasts,  news- 
paper articles,  the  distribution  of  pamphlets,  and  all  that  is  part  of 
the  education  program  of  any  health  department. 

Our  prenatal,  postnatal,  infant,  and  preschool  home  visits  that  are 
made  b}^  the  nurses  contribute  materially,  we  believe,  to  the  maternal 
and  child-health  services  that  we  are  giving  in  the  State. 

I have  been  asked  particularly  this  morning  to  describe  to  you  one 
feature  of  our  service  that  w^as  begun  after  I came  into  the  bureau 
of  hygiene  and  nursing  and  since  the  Social  Security  Act  made  it 
possible  for  us  to  have  more  funds.  I am  going  to  describe  it  as  it 
now  is  practiced  in  Jefferson  County.  Jefferson  is  the  county  in 
which  Birmingham,  our  largest  city,  is  located.  There  are  about 
450,000  people  in  the  county.  The  services  are  rendered  primarily 
to  the  people  in  the  rural  and  the  suburban  areas.  The  downtown 
clinics  are  operated  as  heretofore  in  connection  with  the  local 
hospitals. 

We  have  13  health  centers  in  Jefferson  County.  At  these  health 
centers  maternal  and  child-health  services  are  rendered  by  local 
physicians.  The  health  centers  are  manned  by  these  local  physi- 
cians, county  health  nurses,  and  lay  people.  There  is  in  each  health 
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center  a health-center  association  made  up  of  lay  people  in  the  com- 
munity who  are  interested  in  the  work.  They  volunteer  their  serv- 
ices for  clerical  help,  for  assistance  to  expectant  mothers  in  prepar- 
ing their  layettes  and  in  furnishing  loan  closets,  because,  as  you 
know,  these  are  all  necessitous  cases.  They  are  persons  who  do  not 
have  money  to  pay  a physician,  and  necessarily  a loan  closet  is  organ- 
ized by  the  lay  organization. 

The  interesting  departure  from  our  ordinary  practices  in  Alabama 
has  been  the  association  that  we  have  with  the  physicians  in  Jeffer- 
son County.  As  I said,  there  is  a physician  at  each  of  these  ma- 
ternal or  child-health  clinics — except  the  dental  clinic.  The  dean 
of  obstetricians  in  Alabama,  Dr,  Garber,  is  consultant  to  the  phy- 
sician at  the  clinic.  He  visits  one  or  more  of  the  clinics  every  after- 
noon and  is  subject  to  call  for  consultation  at  any  other  time. 

We  have  a like  arrangement  with  a pediatrician  who  works  with 
the  child-health  clinics.  He  is  subject  to  call  at  any  time  and  works 
every  afternoon  at  one  or  more  of  the  clinics. 

The  physicians  are  paid  the  paltry  sum  of  $4  per  clinic  session. 
In  some  of  the  other  counties  they  are  being  paid  $5  per  clinic  ses- 
sion that  they  attend. 

As  an  expansion  of  that  service  an  obstetrician  on  our  State  staff 
has  gone  about  over  the  State,  has  told  the  doctors  what  was  being 
done,  and  has  emphasized  the  importance  of  this  prenatal  medical 
service.  Some  of  the  doctors  have  volunteered  to  operate  a clinic 
without  pay,  provided  the  obstetrician  wdll  come  and  help  them  in 
its  organization  and  visit  them  from  time  to  time.  That  gives  us 
an  opportunity  to  spread  that  type  of  service  out  into  the  more 
rural  areas,  into  the  counties  where  there  is  no  obstetrician  and 
where  there  is  now  no  chance  for  consultant  service  from  obstetri- 
cians. The  pediatrician  on  our  staff  gives  a like  service  to  doctors 
and  medical  societies  and  county  health  departments. 

I promised  you  a few  words  about  the  midwives.  We  have,  as  I 
told  you,  a nurse-midwife  with  a certificate  in  midwifery  who  teaches 
our  health  workers.  About  37  percent  of  the  deliveries  in  Alabama 
are  attended  by  mid  wives.  They  are  not  trained  mid  wives.  They 
are  ignorant,  superstitious,  many  of  them  highly  superstitious,  some 
of  them  very  slovenly  in  their  personal  habits.  Therefore,  we  have 
a tremendous  task  on  our  hands  to  teach  these  midwives  how  to  do 
the  things  that  we  want  them  to  do,  and  particularly  not  to  do 
the  things  that  we  know  they  should  not  do.  So  the  nurse-midwife 
goes  about  over  the  State  and,  with  the  county  health  personnel, 
particularly  the  health  officer  and  the  nurse,  organizes  midwives 
into  groups  where  they  are  taught,  by  demonstration,  by  lecture, 
and  by  every  means  at  our  disposal,  the  things  that  we  think  they 
should  know  and  put  into  practice.  They  are  required  to  get  permits 
each  year.  Of  course,  it  is  needless  to  say  that  they  are  given  a 
physical  examination,  including  a Wassermann  test,  and  in  that  way 
we  attempt  to  eliminate  the  most  unfit  physically. 

It  is  hard  to  tell  you  in  10  minutes  all  we  are  doing  down  there. 
I am  going  to  take  the  last  2 minutes  to  tell  you  that,  as  you  already 
know,  we  are  just  beginning  to  get  somewhere.  We  have  been 
doing  this  for  about  17  years  and  we  feel  that  we  are  'on  the  way 
and  can  emphasize  the  need  for  expansion  of  our  services.  You 
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known  that  with  135  nurses  doing  public-health  work  in  the  field 
and  with  63,000  births  a year  you  can’t  get  much  nursing  service 
to  the  people.  You  know,  too,  that  with  24,000  deliveries  attended 
by  ignorant  midwives,  we  are  not  getting  much  medical  service  to 
the  people  who  we  know  need  it.  We  are  hopeful  that,  as  we  are 
able  as  public-health  workers  to  show  to  the  people  of  Alabama  the 
need  for  expansion  of  this  service,  the  need  for  more  public-health 
nurses,  the  need  for  home -nursing  service  at  the  time  of  delivery, 
the  need  for  medical  service  prior  to,  during,  and  after  delivery, 
and  the  need  for  hospital  service,  we  shall  be  able  to  provide  it.  You 
might  be  interested  to  know  that  less  than  2 percent  of  our  deliveries 
in  rural  areas  occur  in  the  hospital,  and  that  only  about  11  percent 
of  all  our  deliveries  occur  in  the  hospital. 

Taking  all  these  things  into  consideration,  we  can  readily  see  the 
urgent  need  for  these  services.  We  are  going  to  continue  to  appeal 
to  our  public,  to  our  appropriating  bodies,  and  to  the  civic  and 
welfare  organizations  scattered  throughout  the  State,  so  that  we  may 
get  sufficient  funds. 

In  answer  to  the  query  as  to  what  we  are  going  to  do  tomorrow,  I 
put  a big  “if”.  I cannot  say  what  we  are  going  to  do  tomorrow  until 
that  “if”  is  answered.  If  we  have  sufficient  funds  we  are  going  to 
add  more  home-nursing  service  at  the  time  of  delivery,  we  are  going 
to  add  medical  service  for  maternity  cases,  and  we  are  going  to  try 
to  stimulate  more  hospital  service  for  these  cases. 

The  Chairman.  I am  going  to  take  you  now  across  the  country 
up  into  the  plains  of  Montana.  There  the  situation,  as  you  can  well 
imagine,  is  entirely  different  from  the  situation  in  Alabama.  Mon- 
tana has  been  one  of  the  States  that  has  suffered  most  severely  in 
recent  years  from  the  drought.  Many  problems  arise  in  Montana 
that  do  not  arise  in  other  types  of  States.  I am  going  to  ask  Dr. 
Jessie  M.  Bierman,  director  of  maternal  and  child  health  in  Mon- 
tana, to  tell  us  in  10  or  12  minutes  some  of  the  things  she  is  trying 
to  do  there  and  some  of  the  things  that  she  would  like  to  do  in  the 
future. 

Dr.  Bierman.  Montana  has  a population  a little  greater  than  the 
city  of  Washington,  distributed  over  an  area  of  some  146,000  square 
miles.  That  is  four  persons  for  each  square  mile.  We  have  plenty 
of  elbow  room  out  there. 

The  rural  population  is  divided  between  the  eastern  plains — the 
drought  area  during  the  last  few  years — and  the  mountain  valleys 
of  the  western  section.  Thirty-eight  percent  of  the  births  during 
1936  occurred  in  the  drought  area.  The  “baby  crop”  is  the  only  in- 
fallible crop  we  have  had  there  for  a number  of  years,  and  we  are 
very  thankful  that  this  crop  has  not  failed,  for  the  people  living 
in  this  area  have  demonstrated  a constitutional  hardiness,  a degree 
of  courage  and  fortitude  and  faith  that  we  need  in  this  country 
and  are  going  to  need  in  future  generations. 

Judged  by  any  standard  the  facilities  for  maternal  and  infant 
care  in  this  section  would  be  considered  poor  indeed.  In  a number 
of  these  counties  1 physician  serves  a population  of  between  2,000 
and  3,000  scattered  over  a large  area.  Community  resources  are  prac- 
tically exhausted;  there  is  nothing  left  to  tax;  and  the  major  share 
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of  these  families  are  on  some  form  of  relief.  Yet  the  maternal  mor- 
tality in  the  drought  counties  in  1936  was  45  compared  with  55  in 
the  State  as  a whole.  Whether  this  is  the  result  of  constitutional 
hardiness,  the  rigorous  climate,  or  the  lack  of  physicians,  I donh 
know  [laughter],  but  I do  know  that  our  maternal  mortality  is 
higher  in  cities,  where  things  look  brighter  on  the  surface  but  where 
there  are  more  abortions. 

But  the  maternal-mortality  figures  dont  tell  everything.  They 
give  no  hint  of  maternal  morbidity.  I wish  there  were  some  way 
of  measuring  the  loss  of  maternal  efficiency  in  farm  mothers  whose 
health  has  suffered  so  much  from  want  of  medical  care.  One  indi- 
cation undoubtedly  is  seen  in  the  infant  death  rate,  which  is  higher 
in  the  rural  areas  than  in  the  cities. 

As  far  as  our  maternal  and  child-health  program  is  concerned, 
we  are  pioneering  in  Montana,  I think,  in  every  sense  of  the  word. 
We  have  developed  our  State  program  with  the  following  facts  in 
mijid : Physicians  attended  96  percent  of  the  deliveries  in  1936 — 99.6 
percent  of  urban  deliveries  and  nearly  94.7  percent  of  rural  deliv- 
eries. Obstetrics  is  in  the  hands  of  the  physicians  in  Montana. 
Fifty-nine  percent  of  the  births  occurred  in  hospitals — 91  percent  in 
urban  areas,  and  44  percent  in  rural  areas.  Over  twice  as  many  live 
births  occurred  in  rural  areas  as  in  cities.  Fifty  percent  of  the  rural 
mothers  interviewed  had  received  inadequate  antepartum  care  or 
none  at  all.  The  mothers  and  doctors  alike  are  responsible  for  this 
state  of  affairs. 

The  very  good  highway  system  in  the  State  makes  it  possible  for 
people  who  have  cars  and  can  pay  the  price  to  reach  hospital  centers 
where  good  care  is  available,  and  an  increasing  number  of  those 
who  are  able  are  availing  themselves  of  this  care.  We  have  compe- 
tent specialists  in  the  larger  towns  and  cities,  and  the  hospital  facili- 
ties are  good  there. 

A leading  obstetrician  tells  me  that  many  of  his  patients  drive 
more  than  100  miles  regularly  for  antepartum  care.  The  30  miles 
mentioned  in  some  of  the  papers  given  at  this  conference  don’t  seem 
like  anything  to  us.  Distance  and  countv  lines  mean  little.  The 
Federal  highway  system,  with  its  splendid  maintenance  service  dur- 
ing the  winter  months,  has  brought  about  great  improvement  in 
maternal-care  facilities  in  -the  Western  States.  In  Montana  we  can 
see  that  the  money  that  is  spent  on  roads  helps  the  mothers  and 
babies. 

Our  problem,  then,  is  confined  to  the  portion  of  the  population 
that  does  not  know  the  importance  of  seeking  good  care — which 
requires  an  educational  attack;  to  the  doctors  who  have  stood  still 
as  time  and  progress  marched  by — more  education;  and  to  that 
considerable  portion  of  our  people  who  haven’t  the  money  to  buy 
safe  care. 

We  have  printed  the  results  of  studies  on  maternal  and  infant 
mortality  in  the  State  and  have  distributed  copies  to  the  medical 
profession.  Our  first  series  of  postgraduate  lectures  in  obstetrics 
and  pediatrics  has  been  held.  There  is  increasing  demand  on  the 
part  of  the  county  medical  societies  for  the  obstetric  films  we  have 
purchased  for  their  use.  The  president  of  the  State  medical  associa- 
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tion  lias  appointed  a maternal-welfare  committee,  wliicli  is  studying 
every  maternal  death  as  it  occurs.  Dr.  McPliail,  the  chairman  of 
this  committee,  tells  me  the  response  of  the  medical  men  to  the 
activities  of  the  committee  has  been  most  gratifying. 

We  have  held  well-baby  conferences  in  the  rural  areas  at  the  invi- 
tation of,  and  with  the  active  assistance  of,  the  local  physicians. 
These  men  are  learning  something  about  well  babies,  and  they  are 
also  learning  that  the  mothers  who  drive  50  miles  or  more  to  have 
their  babies  looked  over  really  want  this  kind  of  service.  An  in- 
creasing number  of  them  are  conducting  well-baby  health  conferences 
with  the  assistance  of  the  county  nurse,  and  many  of  them  are  now 
beginning  to  offer  well-baby  supervision  in  their  own  offices. 

I am  sure  the  medical  profession  is  more  aware  of  its  responsi- 
bility for  the  welfare  of  our  mothers  and  babies  than  it  has  ever 
been  before.  This  is  due  in  part  to  direct  efforts,  but  also  to  increased 
demands  upon  the  doctors  for  the  kind  of  service  that  an  increasing 
number  of  mothers  are  learning  they  should  have.  Soon  there  won’t 
be  a clubwoman  in  the  State  of  Montana  who  doesn’t  know  the 
minimum  essentials  of  maternal  and  infant  care. 

Last  year  one-fifth  of  the  mothers  of  newborn  babies  had  received 
our  antepartum  letters.  There  is  a rapidly  increasing  demand  for 
these  letters  and  for  our  literature  on  infant  feeding  and  care.  Arti- 
cles on  safer  motherhood  have  appeared  in  State  women’s  magazines^ 
the  State  farm  journal,  and  the  newspapers. 

Because  of  the  prevailing  ignorance  among  young  mothers  of  the 
fundamentals  of  motherhood,  every  effort  is  being  made  to  encourage 
the  teaching  of  mothercraft  to  girls  in  junior  high  schools  and  high 
schools.  Perhaps  the  most  effective  educational  attack  of  all  is  that 
used  by  the  public-health  nurses  in  the  family  visit.  The  nurses  visit 
mothers  in  the  remote  sections  of  the  State  who  are  not  reached  by 
any  other  means.  Many  of  these  mothers  have  expressed  surprise  and 
heartfelt  gratitude  at  the  nurse’s  visit  to  them  and  their  babies.  This 
combining  of  actual  service  with  education  is  effective  education. 
After  she  succeeds  in  getting  the  expectant  mother  under  the  doctor’s 
care,  the  nurse  encourages  her  to  report  regularly;  she  frequently 
drives  many  miles  to  make  home  visits  to  patients  upon  whom  the 
doctor  wishes  reports;  she  assists  with  preparations  for  home  deliv- 
eries and  assists  the  doctor  at  the  delivery  when  possible.  Extensive 
home-delivery  service  cannot  be  offered  where  but  one  nurse  serves  a 
vast  county,  yet  this  service  is  offered  as  part  of  the  generalized  nurs- 
ing program.  Postpartum  visits  are  made  wherever  the  physician 
wishes  the  service.  Montana  physicians  have  never  had  this  type  of 
nursing  service  before  and  most  of  them  have  been  slow  to  accept  it. 

A most  important  service  is  rendered  by  the  nurse  to  the  newborn 
infant.  If  skilled  nursing  care  is  needed  anywhere,  it  is  here.  Better 
nursing  care  for  the  baby  born  at  home  would  have  a greater  effect 
on  our  neonatal-mortality  figures  than  any  other  factor  except,  of 
course,  better  obstetrics.  In  most  home  deliveries  the  care  of  the  baby 
is  left  to  the  grandmother,  and  we  have  learned  a lot  about  babies 
since  her  time.  But  in  order  to  touch  this  problem  we  need  many 
more  public-health  nurses  in  the  rural  areas. 

Our  maternal-demonstration  service  in  the  Fort  Peck  Dam  area 
offered  an  opportunity  to  establish  a complete  maternal-nursing  serv- 
ice. In  the  towns  of  the  project  the  great  majority  of  deliveries  were 
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home  deliveries.  These  towns  are  all  within  a radius  of  15  miles, 
making  a delivery  service  feasible  with  a small  staff.  Mothers’  classes 
are  held  at  the  health  center ; anteparttim,  delivery,  and  postpartum 
nursing  service  is  given  by  the  nursing  staff  under  the  direction  of 
the  local  physicians,  all  of  whom  are  cooperating  in  the  program. 
Anteparttmi  medical  service  is  given  by  the  physicians  in  their  offices, 
and  everv  deliverv  is  attended  bv  a phvsician.  The  babies  are  kept 
under  nursing  supervision,  and  the  physicians  offer  well-baby  super- 
vision. The  infant  mortality  in  the  Fort  Peck  area,  one  of  the  high- 
est in  the  State,  has  been  cut  in  half  during  the  time  the  demonstra- 
tion service  has  been  in  effect.  are  developing  methods  and  gain- 
ing experience  which  we  hope  to  have  the  opportunity  to  use  in  other 
sections. 

In  one  area,  in  which  the  maternal  and  infant  mortality  rates  have 
been  consistently  high,  we  are  planning  to  offer  bedside  nursing  serv- 
ice to  mothers  and  babies  as  an  approach  to  the  maternal-care 
problem. 

In  every  county  in  which  we  have  set  up  a maternal  and  child- 
health  program,  we  have  organized  a local  council  of  leading  citizens 
and  representatives  of  every  organization  in  the  connnunity  inter- 
ested in  the  welfare  of  its  mothers  and  cliildren.  This  comicil  studies 
local  needs  bv  conducting  health  stirvevs  and  mobilizes  all  available 
local  resources  to  meet  the  needs  as  far  as  possible.  As  tliis  Confer- 
ence on  Better  Care  for  Mothers  and  Babies  represents  professional 
groups,  citizens’  groups,  and  governmental  agencies,  so  these  little 
county  councils  represent  groups  working  together  for  a common 
cause.  If  mv  faith  in  humanitv  ever  lags,  it  is  soon  restored  bv  the 
thought  of  some  of  these  little  groups  giving  country  dances  and  box 
“socials”  to  raise  monev  to  help  the  countv  nui'se  in  her  work. 

The  facilities  for  maternal  care  of  the  poor  in  Montana  are  indeed 
a problem.  They  are  just  as  bad  as,  or  worse  than,  anytliing  we 
heard  about  yesterday.  One  of  our  greatest  problems  is  that  there 
are  no  facilities  whatever  for  the  care  of  families  on  work  relief  and 
those  on  fami-security  gi’ants,  and,  when  you  consider  that  in  some 
of  our  counties  every  farm  family  is  on  some  form  of  work  relief  or 
farm-security  grant,  you  have  some  idea  of  our  problem. 

I will  give  vou  one  instance.  The  dav  before  I left  home  I received 
a letter  from  a physician  in  one  of  the  western  counties,  which  are 
in  just  as  bad  shape  financially  as  the  eastern  counties  because  the 
poor  dry-land  farmers  have  moved  over  to  the  western  part  of  the  State 
to  perish  in  pleasant  surroundings.  This  doctor  said  lie  had  a patient 
7 months  pregnant  who  had  recently  moved  in  from  the  eastern  sec- 
tion of  the  State.  She  hadn't  been  in  the  county  long  enough  to  be 
considered  a county  patient.  Besides,  the  young  husband  had  re- 
ceived a W.  P.  A.  job.  This  mother  had  a Cesarean  section  in 
a previous  delivery  and  was  now  in  need  of  another  operation,  and 
there  was  no  way  whatever  that  it  could  be  performed.  Xeither  of 
the  physicians  in  the  county  is  a surgeon  and  besides  there  is  no  hos- 
pital in  the  county.  A surgeon  in  a nearby  city  will  do  the  operation, 
but  he  feels  he  should  be  paid  something  for  it,  wliich  is  true,  and  the 
hospital  thinks  that  it  also  should  be  paid.  I told  the  physician  to 
trv  the  countv  coimnissionere  once  more  and  then  to  see  if  the  local 
Bed  Cross  chapter  wouldn’t  consider  tliis  a disaster — the  loss  of  two 
lives. 
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The  Chairman.  In  planning  for  this  symposium  it  had  been  pro- 
posed that,  in  addition  to  having  two  State  directors  of  medical 
services,  we  might  have  some  directors  of  nursing  services.  Then 
somebody  with  great  forethought  said,  “Why  don’t  we  get  some 
nurses  right  out  of  the  work  that  is  being  done  to  tell  the  audience 
a few  stories  of  the  things  that  actually  happen?”  We  decided  that 
was  the  thing  to  do,  and  we  have  with  us  this  morning  two  nurses, 
one  from  a New  England  town,  the  other  from  an  Iowa  county.  I am 
going  to  ask  each  of  them  to  tell  you  a few  stories  about  what  they 
have  actually  done  since  they  went  into  this  job  of  helping  mothers 
at  the  time  of  childbirth.  I am  going  to  call  first  on  Miss  Virginia 
C.  Bailey  from  Vermont,  and  after  that  on  Miss  Ruby  Brouillette, 
from  Iowa. 

Miss  Bailey  comes  from  a little  demonstration  area,  the  Enosburg 
health  unit,  in  the  State  of  Vermont.  The  work  that  she  is  doing 
covers  three  towns,  and  one  of  these  little  towns  that  Miss  Bailey  * 
visits  would  fit  into  one  of  the  crevices  of  a county  out  in  Montana. 

Miss  Bailey.  The  Enosburg  health  unit  is  made  up  of  three  towns 
located  near  the  Canadian  border.  They  have  a total  population  of 
4,890.  Dairying  is  the  principal  industry  in  two  of  the  towns.  In 
the  third  town  there  is  a large  paper  mill.  The  population  is  Ameri- 
can and  French-Canadian.  There  are  three  resident  doctors  in  the 
towns  and  one  or  two  come  in  from  the  adjoining  towns.  None  of 
these  towns  had  ever  had  a public-health-nursing  service  until  I 
went  there  in  August  1936. 

At  the  close  of  the  first  year  I had  attended  51  of  the  99  deliveries. 
During  the  first  month  I was  sent  by  the  physicians  to  visit  16 
pregnant  mothers  and  I attended  4 deliveries.  One  of  my  first  ex- 
periences was  teaching  a blind  woman  to  take  care  of  her  daughter- 
in-law  after  the  baby  was  born.  Before  losing  her  eyesight  the 
woman  h^d  done  some  maternity  nursing,  and  she  was  soon  able  to 
give  very  good  care  to  her  daughter-in-law  and  the  infant.  I re- 
turned to  the  house  frequently  to  see  that  adequate  care  was  being 
given. 

The  home  in  which  I have  done  the  most  teaching  is  that  of  a 
French  family,  where  there  were  already  10  children.  The  man 
earns  $8  a week  working  on  a farm.  The  mother  had  never  had  any 
prenata?  care,  so  we  did  not  know  about  her  until  we  were  called  for 
the  delivery.  I went  afterward  and  taught  the  father  to  bathe 
the  mother  and  baby  and  care  for  them.  I showed  him  how  to  change 
the  dressing  on  the  umbilical  cord  and  how  to  sterilize  a piece  of 
clean  cloth.  He  was  the  only  one  in  the  family  who  could  read  or 
speak  English.  The  library  in  the  town  buys  one  health  book  a 
month  for  the  mothers  to  use.  I took  some  of  these  books  to  the 
father  while  he  was  at  home  caring  for  the  mother  and  baby,  and 
he  translated  them  to  his  wife.  They  both  became  very  much  inter- 
ested, not  only  in  prenatal  care  but  in  foods  and  general  diet. 

One  of  the  most  interesting  and  unusual  cases  was  referred  to  me 
by  a doctor  from  out  of  town.  The  doctor  had  not  seen  the  woman, 
who  had  been  referred  to  him  by  the  overseer  of  the  poor.  As  she 
already  had  eight  children,  no  complications  were  expected  in  this 
pregnancy.  I immediately  called  on  the  patient  and  found  that 
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she  expected  to  be  delivered  within  the  next  3 days.  This  family 
was  living  in 'a  shack  built  on  a ledge.  It  consisted  of  one  room 
and  a loft  in  which  the  eight  children  slept.  The  one  room  was 
furnished  with  a bed,  a stove,  a table,  and  three  chaii’S. 

I found  the  mother  with  hands  and  feet  swollen.  She  had  been 
living  all  winter  on  beans  and  potatoes  furnished  by  the  neighbors. 
The  husband  was  out  of  work.  I reported  the  symptoms  to  the 
doctor  and  procured  the  necessary  supplies  for  the  delivery.  I was 
also  able  to  obtain  a supply  of  evaporated  milk  for  the  mother.  Evi- 
dently the  mother  was  mistaken  in  her  reckoning,  as  her  delivery  did 
not  take  place  until  a month  after  the  expected  date.  However,  I 
continued  to  visit  her  frequently  and  of  course  reported  to  the  doctor 
each  time. 

ITlien  the  call  finally  came,  one  cold  rainy  night  in  April,  they 
informed  us  that  because  of  the  mud  we  would  not  be  able  to  drive 
beyond  the  junction  of  the  main  and  side  roads,  but  they  said, 
‘•We’ll  send  some  one  to  meet  you.”  My  heart  fell  when  I saw  a 
man  approaching  us  with  a lantern  instead  of  the  team  I had  fully 
expected.  I did  not  feel  the  need  of  my  coat  when  I had  finished 
that  mile  and  a half  of  muddy,  uphill  walk. 

The  patient  had  been  in  labor  for  many  hours,  with  very  little 
progress.  The  children  were  asleep  in  the  loft.  The  mother  was 
very  tired,  so  the  doctor  gave  her  something  to  quiet  her  and  every- 
one" settled  down  to  wait.  In  the  morning  a neighbor  came  to  get 
the  children  and  also  invited  the  doctor  and  me  to  breakfast.  Soon 
after  we  came  back,  the  baby  was  delivered  with  great  difficulty. 

Two  weeks  later  the  baby  died  as  the  result  of  injuries  during  the 
labor.  The  mother  also  was  verv  ill.  I visited  the  home  dailv  and 
taught  the  father  to  bathe  his  wife  and  care  for  her.  Finding  that 
the  journey  on  foot  took  up  too  much  time  and  energy,  I rode  horse- 
back each  day  to  the  home. 

IITien  I began  work  in  the  Enosburg  health  unit,  the  only  preg- 
nant women  I visited  were  those  referred  bv  the  doctors  who  told 
the  mothers  I was  coming.  Later  on  in  the  year  various  friends 
and  neighbors  would  advise  the  mothers  to  call  me  in,  which  showed 
that  they  realized  the  benefits  of  our  service.  Toward  the  end  of 
the  first  year  I was  visiting  patients  who  were  in  the  third  or  fourth 
month  of  pregnancy.  This  meant  that  we  knew  them  long  enough 
to  strengthen  the  relationship  with  the  family  and  with  the  physician. 

Many  of  these  people  are  very  poor.  They  would  live  quite  differ- 
ently with  some  assistance.  Alone  I cannot  do  much,  but  with 
the  active  cooperation  I have  received  from  the  physicians  and  the 
citizens  of  the  town,  I feel  that  each  day  motherhood  is  becoming 
safer  in  the  Enosburg  health  unit. 

The  Chairwan.  About  2 years  ago  Dr.  Bierring,  the  coimnissioner 
of  health  of  Iowa,  and  one  of  his  assistants  came  to  discuss  with 
us  the  establislnnent  in  Iowa  of  a demonstration  of  home  nursing  at 
the  time  of  delivery  and  complete  maternity-nursing  service  in  one 
of  the  counties.  TTe  discussed  the  relationship  between  this  home- 
delivery  and  prenatal  nursing  service  and  the  work  that  was  being 
done  in  the  county  by  the  physicians  at  the  time.  We  found  that  in 
the  county  that  had  been  selected  the  physicians  had  themselves  asked 
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for  a plan  of  action,  with  the  assistance  of  the  State  department  of 
health,  the  county  health  department,  and  the  county  welfare  de- 
partment, that  would  make  possible  a complete  program  of  maternity 
service  for  the  women  in  the  county.  Apparently  the  State  depart- 
ment of  health,  the  county  health  department,  the  county  medical 
society,  and  the  county  welfare  department  all  together  had  agreed 
to  see  what  could  be  done,  what  plan  could  be  made  to  establish  a 
program  that  would  insure  better  care  for  the  women. 

The  maternal  mortality  rate  in  this  particular  county  had  been 
high  over  a period  of  years,  higher  than  the  average  for  the  State, 
and  that  was  one  of  the  reasons  for  the  selection  of  the  county. 

The  program  began  some  time  ago.  The  members  of  the  medical 
society  and  all  the  physicians  in  the  county  are  cooperating  in  the 
project.  The  physicians  are  being  paid  from  funds  of  the  State 
department  of  health  for  their  service  during  the  prenatal  period, 
by  the  county  welfare  department  for  their  service  at  delivery  for 
women  in  the  community  who  are  unable  to  pay.  The  State  depart- 
ment of  health,  through  the  county  health  department,  assists  in 
providing  the  nursing  service  for  this  unit  of  work. 

Today  we  have  with  us  Miss  Brouillette,  one  of  the  nurses  actually 
doing  the  work  in  this  county.  She  will  tell  us  some  of  her  ex- 
periences. I should  like  to  say  that  Dr.  Boyce,  one  of  the  practic- 
ing physicians  in  the  county  who  has  been  instrumental  in  making 
this  project  possible,  is  also  here  today.  Miss  Brouillette,  will  you 
tell  us  your  experiences  ? 

Miss  Brouillette.  Perhaps  only  by  citing  one  of  the  cases  that 
we  have  chosen  from  our  files  more  or  less  at  random  can  I give 
you  a graphic  picture  of  what  is  being  done  in  the  maternal  and 
child-health  demonstration  in  Washington  County,  Iowa. 

In  this  particular  case  three  antepartum  calls  had  been  made  to 
the  jnother.  The  third  call  was  made  at  request  of  the  doctor,  who 
had  suspected  that  the  mother  was  not  cooperating.  However,  it 
was  found  then  that  most  of  the  preparations  for  the  home  delivery 
had  been  made  and  the  mother  was  apparently  following  the 
physician’s  directions. 

Without  any  warning  symptoms  the  mother  had  a difficult  labor 
that  resulted  in  an  injury  to  the  8-pound  baby  boy.  With  patient 
efforts  the  infant  was  resuscitated,  but  the  prognosis  was  very  bad. 
The  nurse  called  the  next  morning  and  gave  full  care  to  the  mother 
and  the  baby.  The  mother  had  no  complaints  but  the  baby  was  still 
very  listless.  Very  thorough  instructions  were  given  to  the  parents, 
and  a day’s  supply  of  complementary  feedings  was  prepared.  The 
father  watched  closely  as  the  technique  of  sterilizing  all  supplies  was 
demonstrated.  Before  leaving,  the  nurse  placed  the  baby  at  the 
mother’s  breast  and  followed  this  by  giving  a complementary  feeding 
to  demonstrate  each  step  in  the  day’s  care  of  the  baby.  The  regu- 
larity of  the  schedule,  the  proper  manner  of  feeding,  and  the  desirable 
temperature  for  the  baby’s  welfare  were  stressed.  Nothing  could 
be  done  except  to  hope  all  efforts  had  not  been  futile. 

The  next  morning  the  father  met  the  nurse  at  the  door  and  proudly 
informed  her  everything  was  ready.  He  had  learned  the  value  of 
sterilization  and  was  pleased  with  his  ability  to  carry  out  the  instruc- 


TUESDAY,  JANUARY  18— MORNING  SESSION  103 

tions.  He  kept  the  bottles  and  nipples  and  the  baby’s  tray  sterile 
during  the  day  by  placing  them  in  a kettle  of  water  on  the  stove, 
which  was  boiling  most  of  the  time. 

The  mother’s  condition  was  satisfactory  and  the  baby  seemed  some- 
what stronger.  Daily  nursing  care  was  given  to  the  mother  and 
special  attention  was  given  to  the  infant.  Every  day  showed  per- 
ceptible improvement  in  the  baby’s  condition.  It  was  necessary  to 
repeat  the  instructions  frequently  and  always  to  praise  the  father 
highly  for  his  cooperation.  He  prepared  the  meals  for  three  older 
children  in  the  family  and  did  all  the  housework.  He  took  especial 
pride  in  doing  the  laundry. 

Because  of  the  sutures,  the  mother  remained  in  bed  12  days.  On 
the  twelfth  day  the  nurse  left  the  mother  sitting  up  on  a chair, 
nursing  the  baby,  who  had  regained  his  birth  weight  and,  best  of  all, 
could  cry  lustily. 

Of  course  the  doctor  was  in  supervision,  but  it  was  gratifying  to 
hear  the  doctor  say  that  the  baby’s  life  was  saved  by  good  nursing 
care.  That  we  know  was  not  entirely  true,  because  the  family’s 
cooperation  was  essential.  There  was  much  time  for  teaching  in  the 
home  and,  needless  to  say,  the  opportunity  was  not  lost. 

An  interesting  fact  about  this  mother  was  that  she  had  never 
remained  in  bed  more  than  4 or  5 days  after  her  previous  deliveries. 
One  of  the  neighbors  told  me  she  saw  her  up  doing  a washing  on  the 
fifth  day  after  one  of  her  babies  was  born,  but  this  time  she  had 
followed  the  doctor’s  and  the  nurse’s  instructions  without  question. 

In  our  delivery  service,  a nurse  attends  the  physician  on  “eligible 
cases” — that  is,  the  indigent  and  “borderlines.”  The  nurses  are 
equipped  with  fully  fitted  bags  of  supplies  to  give  the  best  service 
during  a confinement  and  in  postpartum  care.  The  packets 
furnished  are  made  up  by  the  nurses  and  sterilized  at  the  Washington 
County  Hospital  for  the  use  of  the  doctor  at  all  home  deliveries. 
These  packets  contain  all  supplies  essential  for  an  aseptic  delivery, 
including  the  doctor’s  gown  and  gloves.  In  addition,  the  packets 
contain  pads  that  are  left  for  the  mother’s  use  during  her  lying-in 
period.  Many  a doctor’s  appreciation  has  been  stimulated  through 
the  use  of  these  packets. 

The  greatest  distance  we  travel  fix>m  home  is  about  25  miles,  which 
really  seems  75  in  the  middle  of  the  night  on  our  muddy  or  icy 
roads.  Only  an  Iowan  can  really  appreciate  the  hazards  of  driving 
over  such  roads. 

We  may  not  have  reached  the  ideal  goal  in  this  program,  but  I 
think  you  will  all  agree  that  we  have  had  some  encouraging  results. 

The  Chairman.  The  next  member  of  this  symposium  is  Dr. 
Beatrice  E.  Tucker,  the  medical  director  of  the  Chicago  Maternity 
Center.  The  Chicago  Maternity  Center  was  started  5 or  6 years  ago 
to  undertake  to  work  out  a way  of  conducting  deliveries  in  the  home 
in  a.  satisfactory  way;  in  other  words,  in  a way  that  would  bring 
good  care  to  mothers  in  their  own  homes.  Dr.  Tucker  has  been 
associated  with  the  center  from  its  beginning  and  has  had  the  guid- 
ance of  Dr.  De  Lee  through  the  years. 

Dr.  Tucker.  The  Chicago  Maternity  Center  is  a large  out-patient, 
obstetric  clinic  with  facilities  so  complete  that  it  might  be  termed  a 
77905°— 38 8 
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traveling  liospital.  It  is  located  in  the  midst  of  the  city’s  slums, 
and  it  has  become  so  permeated  with  the  life  and  the  needs  of  the 
people  it  serves  that  it  has  a very  sensitive  and  vibrant  atmosphere, 
which  colors  the  behavior  of  each  individual  who  participates  in  its 
activities.  Doctors,  medical  students,  and  nurses  gain  here  a spiritual 
experience  that  we  hope  will  be  reflected  in  their  future  work. 

People  often  say  to  me,  “How  can  you  live  down  there  in  that 
dirt,  in  that  noise,  in  that  smell?”  And  I say  that  I would  rather 
live  there  than  in  any  other  place  in  the  world.  The  dispensary  is 
in  a very  interesting  neighborhood,  the  Maxwell  Street  Market, 
which  is  filled  with  romance  and  high  adventure.  Here  you  see  life 
and  pathos  and  tragedy.  While  the  hurdy-gurdy  plays  arias  from 
II  Trovatore  some  mental  defective  murders  three  gypsies  in  a saloon 
next  door  and,  with  the  greatest  concern,  I go  over  to  see  if  one 
of  them  is  the  mother  of  the  baby  we  had  delivered  6 weeks  before. 

As  Dr.  Eliot  pointed  out.  Dr.  De  Lee  is  the  force  behind  the  dis- 
pensary. It  is  his  baby,  and  for  44  years  he  has  built  up  in  that 
institution  fine  traditions  of  obstetric  practice  that  we  are  trying  to 
maintain  and  carry  out.  This  dispensary  was  the  old  Maxwell  Street 
Dispensary  of  the  Chicago  Lying-in  Hospital  and,  though  it  is  en- 
tirely independent  at  this  time,  the  Chicago  Lying-in  Hospital  and 
other  hospitals  in  the  city  give  us  their  complete  cooperation  and 
make  possible  the  high  standards  of  practice  and  the  low  maternal 
and  itifant  mortality  rates  that  we  have  been  able  to  maintain. 

The  objects  of  the  dispensary  are  (1)  to  furnish  good  obstetric 
care  to  the  poor  women  of  Chicago  in  their  own  homes;  (2)  to 
teach  doctors,  medical  students,  and  nurses  the  science  and  art  of 
obstetrics;  and  (3)  to  raise  in  general  the  standards  of  obstetric  edu- 
cation and  care  in  this  country  by  creating  an  intelligent  public  de- 
mand for  good  care.  We  do  this  by  fostering  the  writing  of  scientific 
and  popular  articles  on  maternal  and  child  welfare. 

May  I divert  your  attention  for  one  moment  to  the  manner  in 
which  Chicago  as  a whole  takes  care  of  the  indigent  mother?  In 
1936  some  10,000  poor  mothers  received  free  confinement  care.  Ap- 
proximately 50  percent  were  delivered  in  the  hospitals  of  Chicago — 
about  4,000  in  Cook  County  Hospital  and  about  1,200  in  15  private 
hospitals.  The  remaining  5,22^  women  were  delivered  at  home; 
1,200  of  them  were  attended  by  private  physicians  who  received 
compensation  from  relief  funds,  and  the  remaining  patients  were 
cared  for  by  the  following  out-patient  clinics:  Central  Free  Dis- 
pensary, Chicago  Lying-in  Hospital  Out-patient  Clinic,  Chicago  Ma- 
ternity Center,  and  University  of  Illinois  Out-patient  Clinic.  These 
patients  were  cared  for  from  both  private  and  public  funds*  that  is, 
each  of  these  private  agencies  was  subsidized  by  public  funds. 

I should  like  to  emphasize  here  that  adequate  care  of  the  ob- 
steric  patient,  whether  it  is  given  in  the  hospital  or  at  home,  is 
of  necessity  expensive.  In  1936  the  cost  for  such  care  in  the  Chicago 
Lying-in  Hospital  was  $7.29  per  diem,  or  $72.90  for  10  days.  During 
the  same  period  obstetric  care  cost  the  Chicago  Maternity  Center 
$20  per  confinement.  It  is  impossible  accurately  to  compare  the  cost 
of  home  and  hospital  deliveries  because  many  factors  that  are  not 
analogous  must  be  considered.  However,  in  general,  one  might  state 
that  in  a teaching  clinic  the  cost  of  adequate  prenatal,  delivery,  and 
postpartum  care  in  the  home  is  about  one-fourth  the  cost  of  ade- 
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quate  care  in  a teaching  hospital.  We  consider  that  both  these 
services  are  necessary. 

In  reviewing  maternal  welfare  in  Chicago,  one  must  not  fail  to 
point  out  that  the  Chicago  Health  Department  and  the  Infant  Wel- 
fare Society  gave  prenatal  care  to  over  9,000  mothers,  and  that  the 
Visiting  Nurses’  Association  rendered  the  greatest  part  of  the  post- 
partum care  to  the  patients  delivered  in  the  home. 

We  have  noted  how  the  dispensary  fits  into  the  general  picture  of 
Chicago’s  maternity  care.  Besides  delivering,  on  the  average,  2,400 
babies  a year  in  the  home,  we  care  for  abortions  and  other  complica- 
tions of  pregnancy.  We  have  antepartum,  postpartum,  luetic, 
cardiac,  gynecological,  and  cancer-prevention  clinics  at  the  center 
itself.  Boutine  Wassermann  and  hemoglobin  tests  are  made  for 
each  prenatal  patient. 

Recently  we  have  started  a group  of  mothers’  clubs  in  connection 
with  our  antepartum  work.  Registration  is  urged  early  in  preg- 
nancy, but  15  percent  of  our  cases  are  on  emergency  calls.  The  only 
prerequisite  for  care  is  poverty — the  inability  of  the  patient  to  pay 
a private  physician.  We  honor  any  call  coming  to  us  at  any  time 
of  the  day  or  night  that  concerns  the  care  of  a pregnant  woman  or 
a newborn  baby.  There  is  no  distinction  as  to  race,  color,  or  creed. 
We  not  only  care  for  our  own  patients  but  act  as  a liaison  clinic 
between  the  Chicago  Health  Department,  the  Chicago  Police  De- 
partment, the  hospitals,  private  doctors,  and  mklwives.  We  place 
our  supplies,  personnel,  and  equipment  at  their  disposal.  Within 
the  last  2 months  we  have  started  a service  whereby  we  will  furnish 
to  private  doctors  in  the  city  who  are  delivering  patients  in  the 
home  the  necessary  equipment  and  a nurse.  This  safeguards  the  lives 
of  many  mothers  and  babies,  and  we  feel  that  it  is  an  important 
part  of  our  service. 

We  cooperate  with  the  Chicago  Health  Department  in  operating  an 
incubator  ambulance  for  premature  babies.  The  center  furnishes  the 
doctor  and  the  nurse,  and  the  health  department  pays  for  the  equip- 
ment and  the  transportation.  Any  doctor  or  hospital  in  the  city 
can  call  for  the  incubator  and  we  will  transport  the  baby  from  the 
home  to  the  hospital  or  from  the  liospital  to  the  home. 

The  center  is  unique  in  that  it  does  not  only  normal  but  operative 
obstetrics  in  the  home.  Seventy-five  percent  of  the  indicated  major 
operative  work  is  done  in  the  home.  The  other  25  percent  of  the 
operative  work  requires  hospitalization,  and  the  close  cooperation 
of  Chicago’s  hospitals,  especially  the  Chicago  Lying-in  Hospital  and 
the  Cook  County  Hospital,  makes  it  possible  for  us  to  carry  out  this 
program. 

Every  precaution  is  taken  to  safeguard  the  life  of  the  mother  and 
her  newborn  baby.  An  attending  obstetrician  and  a resident  obstet- 
rician are  constantly  on  call  and  live  at  the  dispensary.  Antishock 
treatment,  including  blood  transfusion,  is  always  available.  Each 
patient  that  is  in  labor  in  the  home  is  listed  on  a big  board  in  the 
dispensary.  Within  20  minutes  after  a call  comes  in,  the  intern — a 
graduate  physician  who  has  served  a 1-year  internship  in  an  ac- 
credited hospital — a medical  student,  and  a nurse  proceed  to  the  home 
and  remain  with  the  mother  throughout  her  labor  and  until  2 hours 
after  her  baby  is  born,  no  matter  if  it  takes  3 days. 
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The  resident  obstetrician,  who  has  had  at  least  1 year’s  experience 
in  obstetrics  before  he  conies  to  us,  goes  about  the  city  in  a car 
from  case  to  case.  The  car  is  equipped  with  a radio,  and  the  police 
department  will  broadcast  calls  to  him  at  any  time  that  we  need  him. 

From  time  to  time  the  doctors  on  the  case  telephone  to  the  center 
and  their  reports  are  posted  on  the  board.  This  enables  the  obstetri- 
cian at  the  dispensary  to  tell  at  a glance  what  is  occurring  in  each 
case.  If  a complication  arises,  demanding  operative  interference,  a 
special  crew  is  dispatched  to  the  patient  with  adequate  equipment. 
An  attending  obstetrician  then  supervises  the  work  of  the  resident 
and  the  intern. 

The  teaching  aspect  of  the  work  is  very  important.  We  train  40 
doctors  a year  in  normal  obstetrics;  1 resident  physician  a year  in 
operative  obstetrics,  and  50  nurses  in  the  nursing  care  of  women  who 
are  delivered  in  their  own  homes;  and  325  medical  students  come  to 
us  each  year  from  Northwestern  University,  the  University  of  Wis- 
consin, and  Loyola  Medical  School  for  a 2- week  course., 

In  a 5-year  period  we  have  taken  care  of  more  than  15,000  women. 
There  has  been  a gross  maternal  mortality  rate  of  0.138  percent ; that 
is,  a maternal  mortality  of  1 death  in  every  721  patients.  There  have 
been  only  4 deaths  from  puerperal  sepsis,  1 in  about  3,500  patients. 
We  have  an  accurate  record  of  every  patient  we  cared  for  at  home 
and  have  traced  the  subsequent  course  of  the  patients  we  refer  to 
hospitals.  Every  death  has  been  listed  that  has  occurred  at  home 
or  in  the  hospital  at  any  time  during  pregnancy,  labor,  or  the  puer- 
perium. 

The  neonatal-death  incidence  at  the  center  for  this  5-year  period 
was  16.31  deaths  per  1,000  live  births,  and  the  gross  fetal-mortality 
incidence  was  41.5.  This  includes  all  babies,  whether  delivered  in 
the  home  or  in  the  hospital,  who  were  lost  at  any  time  from  the 
fifth  month  of  pregnancy  to  2 weeks  of  age.  The  corrected  maternal 
mortality  rate  was  0.09  percent,  or  less  than  1 maternal  death  to  every 
1,000  live  births.  The  corrected  fetal  mortality  rate  for  babies  born 
at  home  was  1.66  percent. 

We  do  not  believe  that  these  results  were  simply  fortuitous.  They 
show  what  can  be  accomplished  in  a poverty-stricken  environment 
when  the  principles  of  sound  obstetric  practice  are  applied  to  the 
care  of  the  maternity  case.  These  principles  are  enumerated  briefly : 

1.  A trained  obstetrician  is  in  complete  charge  of  the  work. 

2.  Adequate  prenatal  care  is  available. 

3.  The  patient  has  constant  attendance  during  labor. 

4.  Adequate  equipment  and  personnel  are  available  for  both  normal  and 
operative  deliveries. 

5.  A simple,  intensive,  aseptic  technique  is  uniformly  followed. 

6.  The  patient  is  cared  for  in  a favorable  environment  for  the  obstetric 
case — that  is,  the  home.  Here  she  is  truly  in  an  isolated  unit  and  she  is 
not  exposed  to  infected  cases. 

7.  There  is  a minimum  of  operative  interference.  The  incidence  is  low — 
6 percent.  There  is  conservative  use  of  Cesarean  section — 1 in  154  de- 
liveries. Vaginal  examinations  are  limited.  Progress  of  labor  is  followed 
by  rectal  examinations. 

8.  Good  hospitals  are  available.  The  efficient  cooperation  of  Chicago’s 
hospitals,  especially  Chicago  Lying-in  and  Cook  County  Hospitals,  has 
saved  many  lives. 

9.  Hemorrhage  control.  Doctors  are  taught  to  save  blood  and  take 
alarm  early.  Antishock  measures,  including  blood  transfusion,  are  con- 
stantly available  to  the  patient. 
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10.  Tlie  use  of  pitiiitrin  is  absolutely  barred  until  after  the  birth  of  the 
baby.  We  consider  this  rule  so  important  that,  if  a doctor  disregards  it, 
he  is  automatically  dismissed  from  the  service. 

11.  There  is  a sane  use  of  obstetric  analgesia  and  anesthesia ; all  repairs 
and  85  percent  of  the  operative  deliveries  are  performed  under  local 
anesthetic. 

TTe  do  not  vrisli  to  leave  tlie  impression  that  a complete  reversion 
to  home  obstetrics  is  desirable.  lYe  consider  that  the  tvell-eqnipped 
maternity  hospital  is  the  ideal  place  for  the  woman  to  have  her  baby. 
However,  we  are  not  dealing  with  ideal  conditions,  and  the  results 
of  the  service  of  the  Chicago  Maternity  Center  show  that  as  good 
results  can  be  obtained  in  the  home  as  in  the  maternity  hospital  and 
at  much  lower  cost  to  the  community. 

The  Chaiemax.  Me  have  one  more  speaker  in  this  symposium.  I 
should  have  liked  very  much  to  work  in  right  at  this  point,  between 
what  Dr.  Tucker  has  said  and  what  Dr.  Milliams  has  to  say,  the 
story  of  what  is  being  done  in  one  of  our  city  public-health  depart- 
ments in  a program  of  home-delivery  service.  Me  do  not  have  time. 

Dr.  Philip  F.  Milliams,  who  is  to  give  the  final  talk  in  this  group, 
is  assistant  professor  of  obstetrics  at  the  University  of  Peimsyl- 
vania  School  of  Medicine.  He  is  also  chairman  of  the  committee  on 
maternal  welfare  of  the  State  Medical  Society  of  Peimsylvania.  Ho 
also  was  the  prime  mover  in  the  study  of  maternal  mortality  made  in 
the  cit}"  of  Philadelphia  a few  years  ago.  Dr.  Milliams  is  on  the 
Children’s  Bureau  Advisory  Committee  on  Maternal  and  Child-health 
Services  and  is  a great  help  to  the  Children’s  Bureau  with  his  advice 
from  time  to  time  and  with  his  counsel  in  connnittee  meetings. 

Dr.  Milliams.  I have  been  asked  to  speak  for  a few  minutes  on  the 
mortality  studies  being  made  throughout  the  United  States  and  their 
importance  in  improving  the  care  of  mothers  and  their  newborn 
infants. 

The  facts  connected  with  maternal  deaths  have  been  collected  dur- 
ing the  past  10  j^ears  in  State  and  city  surveys  over  a large  area  of 
the  United  States.  The  extent  to  which  these  surveys  have  been 
made  is  shown  on  a map  of  the  United  States.  The  area  of  the 
survey  made  by  the  Children’s  Bureau,  of  15  States,^  is  shaded  with 
horizontal  lines.  The  areas  in  which  individual  survevs  have  been 
made  by  other  organizations  are  shown  by  the  black  circles.  This  ex- 
tensive study  of  maternal  mortality  affords  us  an  opportunity  to 
present  certain  facts  and  draw  pertinent  conclusions. 

Discounting  any  personal  element  in  the  analyses  of  me  liistories 
of  women  who  died  in  childbirth,  as  reported  in  these  studies,  we 
may  assume  fairly  and  safely  that  60  percent  of  the  deaths  might- 
have  been  avoided.  The  consensus  of  opinion  in  all  these  reports; 
is  that  a large  proportion  of  the  so-called  preventable  deaths  could 
have  been  avoided  if  the  women  had  had  more  adequate  and  efficient 
care  during  their  pregnancies,  deliveries,  or  postpartum  periods. 

Furthermore  these  studies  have  enabled  us  to  determine  whether 
a preponderance  of  deaths  from  one  cause  or  another  occurred  in  a 
particular  locality.  Uniformly  it  is  found  that  deaths  from  septic 
abortion  plus  deaths  from  sepsis  following  delivery  at  term,  in  al- 

1 Maternal  Mortality  in  Fifteen  States.  F.  S.  Children's  Bureau  Publication  X’o.  223. 
Washington,  1934. 
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most  equal  figures,  constitute  roughly  40  percent  of  all  puerperal 
deaths.  Deaths  from  puerperal  hemorrhages  in  widely  distributed 
areas  and  in  far-separated  cities  constitute  12  percent  of  such  deaths, 
the  rural  rate  being  appreciably  higher  than  the  urban  rate. 

The  deaths  classified  as  toxemias  of  pregnancy,  which  include  con- 
vulsive conditions,  are  significant  in  their  variations.  In  the  studies 
of  cities  on  the  Atlantic  and  Pacific  coasts,  the  average  rate  is  just 
under  12  percent.  When  we  examine  the  broad  rural  areas  reflected 
in  the  survey  of  maternal  mortality  in  15  States  we  find  that  the 
percentage  of  toxemic  deaths  rises  suddenly  to  26.  Two  Southern 
States,  Georgia  and  South  Carolina,  with  large  rural  and  large  col- 
ored populations,  show  even  higher  death  rates  from  toxemias  of 
pregnancy.  In  each  of  these  two  States  one  of  every  three  maternal 
deaths  occurs  from  toxemia  of  pregnancy,  a condition  almost  always 
j)reventable. 

These  reviews  are  of  the  utmost  significance  in  pointing  the  way 
to  improving  the  care  of  maternity  patients.  They  show  a definite 
relation  between  lack  of  prenatal  care  and  the  development  of  fatal 
degrees  of  toxemias  of  pregnancy.  They  impress  upon  us  the  ne- 
cessity of  extending  prenatal  services  to  rural  areas,  and  the  need 
for  insisting  upon  even  greater  degree  of  care  and  study  of  the 
patients  in  existing  prenatal  clinics. 

Studies  of  deaths  from  hemorrhage  signalize  the  need  for  more 
Avidespread  education  so  that  both  the  laity  and  the  medical  pro- 
fession will  realize  that  any  bleeding  during  pregnancy  is  dangerous 
and  indicates  the  need  for  early  hospitalization  wherever  possible. 
Analysis  of  deaths  from  hemorrhage  reveals  also  inadequacies  of 
hospital  organization,  such  as  inability  to  provide  for  blood  trans- 
fusions in  emergencies  and  lack  of  adequate  training  of  students  and 
physicians  in  the  proper  management  of  such  cases. 

The  reports  of  deaths  from  puerperal  sepsis — infection  of  the 
mother  after  delivery  or  in  late  pregnancy — disclose  repeatedly  the 
lack  of  an  approach  to  an  aseptic  or  surgically  dean  manner  of  de- 
livery. In  countless  other  instances  they  reveal  imperfections  or 
breaks  in  the  aseptic  technique  and  conduct  of  labor.  Such  circum- 
stances should  lead  hospital  staffs  to  insist  upon  the  adoption  of, 
and  adherence  to,  a rigid  technique  in  delivery  rooms.  Also  they 
should  make  physicians  and  nurses  realize  the  importance  of  observ- 
ing as  far  as  possible  the  fundamental  principles  of  surgical  asepsis, 
especially  in  home  practice  whether  in  city  or  country.  At  all  times 
there  should  be  scrupulous  regard  by  both  hospitals  and  physicians 
for  limiting  avenues  of  infection  in  every  manner  and  by  every 
means. 

Deaths  caused  by  accidents  of  labor,  summarized  briefly  as  trauma, 
include  Cesarean  sections  and  other  operative  deli^^eries,  as  well  as 
accidents  and  injuries  sustained  at  deliverj^.  A study  of  such  deaths 
shows  a disturbing  increase  in  their  percentage  distribution  as  we 
come  from  rural  regions  into  city-hospital  practice.  Their  occur- 
rence in  rural  practice  may  be  indicative  of  a lack  of  prenatal  study. 
On  the  other  hand,  undoubtedly  a certain  number  of  these  deaths  in 
hospital  practice  must  be  attributed  to  ill-advised  and  improperly 
performed  operations.  ITo  other  class  of  cases  reported  in  these 
studies  emphasizes  so  strongly  the  need  for  consultation  before  major 
obstetric  procedures  are  attempted.  Such  cases  require  the  mature 
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judgment  obtained  from  long  clinical  experience  in  treating  com- 
plicated cases. 

The  proportion  of  deaths  from  septic  abortions  as  reported  in  these 
studies  is  in  some  instances  as  high  as  30  percent.  The  importance 
of  this  problem  cannot  be  minimized.  It  is  probably  more  acute  in 
urban  than  in  rural  practice.  Because  of  the  many  factors  in- 
volved— social,  moral,  and  economic — its  solution  lies  only  in  educa- 
tion of  the  public  to  the  potential  dangers  of  illegal  termination  of 
pregnancy. 

These  factual  studies  and  the  deductions  made  from  them  lead  to 
the  conviction  that  three  forces  are  necessary  to  eliminate  the  avoid- 
able factors  in  our  maternal  mortality: 

(1)  The  medical  profession,  which  has  made  these  studies  on  maternal 
deaths,  must  play  an  important  part  in  initiating  and  providing  means  for 
more  thorough  education  in  maternity  care,  of  medical  students,  nurses, 
midwives,  and  practicing  physicians.  Organized  medicine  must  play  an 
important  part  if  the  maternal  mortality  rate  in  this  country  is  to  be  re- 
duced further. 

(2)  The  State  has  an  obligation  in  this  problem  of  maternity  care.  It 
should  facilitate  the  education  both  of  the  medical  profession  and  of  the 
public.  It  should  devise  means  to  provide  adequate  maternity  care  for 
patients  to  whom  such  care  has  not  been  available,  either  because  of  their 
location  or  because  of  the  force  of  economic  circumstances. 

(3)  The  public  must  insist  upon  proper  education,  so  that  ignorance  and 
lack  of  cooperation  may  be  eliminated  as  factors  in  maternal  mortality. 

The  initiation  of  the  public's  part  in  this  problem  of  better  ma- 
ternal care  rests  with  you  as  leaders  of  organized  and  influential  lay 
groups. 

The  Chairman.  Before  we  finish  this  symposium,  I want  to  ask  Dr. 
Edwin  F.  Dailv.  Director  of  the  Maternal  and  Child  Health  Division 
of  the  Children’s  Bureau,  to  give  you  in  2 minutes  a picture  of  the 
spread  over  the  country  of  some  of  these  interesting  projects. 

Dr.  Daily.  If  vou  will  close  vour  eves  for  2 minutes  and  let  me 
take  you  on  a little  trip  throughout  the  United  States,  I will  tell  you 
what  some  other  communities  are  doing  in  this  field. 

Let  us  start  in  Maine.  Eecentlv  I was  talking  to  a French-Can- 
adian  nurse  up  on  the  Canadian  border  in  Aroostook  County,  and 
she  told  me  of  the  tremendous  handicaps  that  nurses  are  working 
under  in  that  vast  area,  in  trying  to  serve  patients  who  are  so  far 
from  a physician  and  who  have  so  little  opportunity  to  obtain  the 
services  of  the  medical  profession. 

Let  us  go  into  Massachusetts,  where  public  funds  are  being  used 
to  provide  hospitals  with  equipment  to  care  for  premature  infants 
and  to  transport  these  infants  from  their  homes  to  the  hospitals. 
Centers  have  been  created  in  all  parts  of  the  State  to  which  any 
premature  infant  born  at  home  may  be  sent  for  care.  Xot  only  that, 
I but  doctors  and  nurses  and  mothers  are  being  taught  how  to  care 
for  premature  infants.  A similar  program  was  started  several  years 
; ago  in  Chicago  and,  under  the  able  leadership  of  Dr.  Bundesen,  has 
' reduced  the  mortality  of  premature  infants  there. 

In  Coimecticut,  Khode  Island,  and  Xew  Jersey  a portion  of  the 
^ maternal  and  child-health  funds  granted  to  the  States  under  the  So- 
I cial  Security  Act  is  used  to  pay  for  the  consultation  services  of 
i obstetric  specialists  when  the  patients  are  unable  to  afford  such 
t service.  Qualified  obstetricians  in  all  parts  of  these  States  are  co- 


CONFERENCE  ON  BETTER  CARE  FOR  MOTHERS  AND  BABIES 

operating  in  extending  their  services  to  the  local  physicians  when 
they  need  their  consultation  and  help. 

In  Maryland,  as  part  of  an  excellent  State-wide  program,  two 
nurse-midwives  have  been  placed  in  remote  counties  where  no  medical 
services  were  available.  These  two  nurses,  both  trained  at  Loben- 
stine  Clinic,  have  been  wholeheartedly  accepted  by  the  counties 
and  are  providing  delivery  care  never  known  in  those  areas 
before.  A few  well-trained  nurse-midwives  have  been  placed  in 
other  States.  Unfortunately  there  are  so  few  nurse-midwives  in  the 
United  States  that  the  many  other  areas  in  which  medical  services  are 
unlikely  to  become  available  for  many  years  to  come  have  little  chance 
of  getting  them.  Dr.  Bousfield  recently  told  me  that  the  Julius 
Rosen wald  Fund  is  willing  to  train  Negro  nurses  for  this  type  of 
service  to  replace  some  of  the  colored  grannies  in  the  South.  Several 
institutions  are  interested  in  providing  this  type  of  training  for  the 
Negro  nurses. 

Regular  prenatal  clinics  are  now  conducted  in  62  of  the  100  coun- 
ties in  Virginia.  Dr.  Riggin,  the  State  health  officer  in  Virginia, 
told  me  yesterday  that  the  Virginia  State  Medical  Society  has  re- 
quested that  prenatal  clinics  be  established  as  rapidly  as  possible 
in  all  other  counties  in  the  State.  Local  physicians  are  paid  for 
their  services  in  these  clinics.  A thorouglily  competent  obstetrician, 
employed  full  time  on  the  State  health-department  staff,  supervises 
the  clinics  and  renders  consultation  services. 

In  Norfolk,  Va.,  the  King’s  Daughters  Visiting  Nurse  Service  and 
Children’s  Clinic  established  two  prenatal  clinics  in  1924.  This  work 
has  expanded  until,  in  1935,  a maternity  center  was  opened  with  S 
local  obstetricians  on  the  attending  staff.  Four  prenatal  clinics  are 
now  held  each  week,  and  both  medical  and  nursing  service  for  home- 
delivery  service  is  provided  free  to  the  medically  needy.  Three 
hundred  and  thirty-six  patients  were  delivered  by  this  group  in  1935, 
There  were  no  maternal  deaths. 

At  Charlotte,  N.  C.,  the  Charlotte  Maternity  Clinic  has  reduced 
the  proportion  of  deliveries  by  mid  wives  from  20  to  6.6  percent  in 
5 years’  time  and  has  lowered  the  maternal  mortality  rate  from  one 
of  the  highest  to  one  of  the  lowest  in  the  State.  This  maternity 
clinic  offers  maternal  care  to  “indigents”  only,  and  deals  with  a 
stratum  of  society  in  which  there  is  a high  incidence  of  syphilis 
heart  disease,  nephritis,  tuberculosis,  and  so  forth.  It  reports  that 
the  mortality  rate  for  mothers  who  attended  the  clinic  before  deliver}^ 
was  only  one-seventh  of  the  mortality  rate  for  those  who  were  first 
seen  at  time  of  delivery. 

In  Raleigh,  N.  C.,  prenatal  clinics  have  been  operated  for  8 years 
by  the  obstetric  staff  of  Rex  Hospital  for  the  benefit  and  care  of 
any  needy  mother;  some  of  them  are  delivered  in  the  hospital  and 
some  of  them  at  home.  In  the  entire  8 years  there  has  not  been 
a death  of  a mother  who  had  attended  the  prenatal  clinic. 

In  South  Carolina  the  State  maternal  and  child-health  director 
reports  that  during  the  first  3 months  of  this  year  95  regular  pre- 
natal clinics  and  47  well-baby  clinics  were  being  conducted  through- 
out the  State.  The  State  pays  105  local  physicians  for  their  services 
in  these  clinics,  and  2,575  patients  attended  them  during  this  3-month 
period.  Drugs  for  the  treatment  of  syphilis  are  provided  the 
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phy  sicians  free  of  cliarge.  This  same  report  shows  that  31,000 
cliildren  were  examined  by  dentists  and  dental  hygienists  and  that 
health  films  were  viewed  by  11,805  people. 

A report  of  a.  maternal  and  child-health  demonstration  in  Clark 
County,  Ga.,  with  a population  of  21,000,  half  of  which  is  Xegro, 
shows  that  over  a 3-year  period  the  maternal  mortality  rate  for 
the  Xegro  mothers  not  receiving  prenatal  care  was  about  four  times 
as  great  as  that  for  mothers  receiving  prenatal  care.  The  stillbirth 
rate  was  four  tunes  as  great  for  the  white  mothers  not  receiving 
prenatal  care  as  for  those  receiving  such  care. 

Since  1918  the  Child  Welfare  and  Community  Health  Association, 
a private  agency  in  Xew  Orleans,  has  provided  not  only  public- 
health-nursing  service  during  pregnancy  and  at  time  of  delivery  but 
has  also  made  available  funds  to  pay  local  physicians  for  delivering 
needy  patients.  Approximately  1,500  deliveries  a year  are  cared  for 
by  tliis  organization,  which  also  maintains  8 prenatal  and  post- 
partum clinics.  In  the  past  5 years  this  group  has  provided  care 
for  over  7.000  cases.  The  maternal  mortalitv  rate  among  clients 
of  this  agency  was  IT  per  10,000  live  births — a rate  less  than  half 
that  for  the  city  as  a whole. 

In  Cleveland,  Ohio,  the  report  of  the  Cleveland  Child  Health 
Association  shows  that  prenatal  group-instruction  classes  are  held 
in  all  parts  of  the  city  and  are  available  to  any  expectant  mother 
in  the  city;  1,038  classes  were  held  in  1936  and  156  Cleveland 
physicians  referred  patients  to  the  classes.  Among  the  2,595  women 
attending  the  classes  who  were  delivered  in  1936  there  were  onlv  2 
maternal  deaths — a maternal  mortality  rate  of  less  than  8 per  10,000 
live  births  as  compared  with  38  per  10,000  live  births  for  the  city  as 
a whole.  As  all  classes  of  patients  were  included  in  the  program, 
these  are  presumably  comparable  figures.  The  work  of  this  group 
in  Cleveland  warrants  the  careful  consideration  of  evervone  inter- 
ested  in  maternal  welfare. 

The  Wisconsin  Public  Welfare  Department  recently  reported  that 
in  Racine  County,  where  facilities  for  prenatal  and  postnatal  care 
and  hospitalization  of  obstetric  patients  are  available,  the  maternal 
mortality  rate  over  a 3-year  period  was  only  one-half  as  large  as  in 
the  counties  without  such  facilities.  The  town  chairman  in  one  of 
these  counties  reported  in  tliis  study : 

If  a farmer  lias  a sick  sow  * * * Ee  can  get  expert  advice  free  of  charge 

but  if  his  wife  or  children  are  sick  he  cannot  get  medical  care  for  them  unless 
he  has  the  money. 

Harding  County,  S.  Dak.,  formerly  without  a physician  or  a nurse, 
has  provided  a county  doctor  and  a public-health  nurse  from  funds 
allotted  under  the  Social  Security  Act.  Reports  from  tliis  county 
are  stranger  than  fiction.  An  obstetric  patient  with  a serious 
hemorrhage  impending  was  transported  110  miles  to  a hospital, 
where  a successful  Cesarean  section  was  performed.  One  patient 
was  onlv  28  miles  awav,  vet  it  took  I hours  to  drive  and  shovel 
through  snow  drifts  to  reach  her  and  safely  deliver  her  child. 

In  Las  Animas  County,  in  southern  Colorado,  which  covers  a vast 
area  of  farming  and  mining  communities,  the  local  physicians  who 
include  obstetrics  in  their  practice  are  cooperating  with  the  local 
public -health  nurses  in  making  available  iirenatal,  delivery  and 
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postnatal  care  for  all  residents  of  the  county.  There  were  202  home 
deliveries  cared  for  by  this  staff  during  the  first  year  the  service 
was  available.  A similar  type  of  service  is  being  provided  now  in 
many  counties  over  the  country  with  the  aid  of  social-security  funds. 

In  five  counties  in  northeastern  Oklahoma,  where  medical  or  nurs- 
ing attendance  for  delivery  was  practically  unknown,  it  is  now  being 
provided  and  paid  for  with  social-security  funds.  Local  physicians 
are  paid  for  rendering  prenatal,  delivery,  and  postpartum  care.  A 
full-time  obstetrician  has  been  placecl  in  this  area  who  renders  con- 
sultation service  and  is  raising  the  standards  of  maternal  care. 
Similar  plans  are  now  ready  to  be  started  in  St.  Mary  Parish,  La., 
and  in  two  counties  in  North  Carolina. 

The  Children’s  Bureau  files  are  full  of  such  reports  from  all  parts 
of  the  United  States.  We  have  only  made  a beginning  toward  pro- 
viding the  medical  and  nursing  service  every  mother  and  her  infant 
has  the  right  to  expect  in  the  United  States.  The  most  encouraging 
part  of  these  reports  is  the  fact  that  wherever  good  maternal  care 
has  been  provided  for  all  the  mothers  in  any  community  there  has 
been  a decrease  in  the  maternal  death  rate. 

The  Chairman.  I know  Dr.  Daily  could  go  on  over  the  whole 
country  and  give  you  many  more  pictures  of  the  interesting  things 
that  are  happening.  I want  you  to  realize  again,  though,  that  when 
we  speak  of  some  special  project  in  a State  or  it  may  be  of  several 
projects  going  on  within  the  State,  that  it  is  rarely  representative  of 
the  whole  State,  that  in  practically  no  instance  is  the  whole  State 
covered  by  work  of  which  the  project  is  typical. 

I should  like  at  this  point  to  turn  the  meeting  back  to  Miss  Len- 
root. 

(Miss  Lenroot  took  the  chair.) 

The  Chairman.  I want  to  tell  you  that  about  500  delegates  have 
registered  from  44  States,  Hawaii,  Alaska,  and  the  District  of 
Columbia.  It  is  a wonderful  inspiration  to  have  this  outpouring  of 
interest  and  willingness  to  take  counsel  together. 

Before  the  next  speaker  attained  outstanding  national  reputation 
in  the  field  of  industrial  economics  by  showing  how  social  justice 
and  economic  justice  can  be  brought  into  management  and  made  a 
part  of  it,  and  before  she  attained  national  recognition  for  her 
Federal  service,  she  was  the  Director  of  the  Editorial  Division  of  the 
Children’s  Bureau,  and  so  we  claim  her  as  one  of  our  alumnae. 

Wlien  the  President  first  came  to  Washington  he  was  impressed 
with  the  need  for  developing  a practical  means  of  bringing  closer 
together  the  different  Federal  agencies  concerned  with  health  and 
welfare  service.  He  asked  our  speaker  to  organize  the  Interde- 
partmental Committee  to  Coordinate  Health  and  Welfare  Activities 
and  to  become  the  chairman  of  the  committee.  She  has  retained  that 
job  since  she  left  her  position  as  Assistant  Secretary  of  the  Treasury 
and  has  rendered  most  useful  and  remarkable  service  in  connection 
with  the  committee. 

It  gives  me  the  greatest  pleasure  to  present  to  you  one  who,  of  all 
in  the  country,  is  best  fitted  to  sum  up  the  pictures  that  we  have  had 
drawn  as  to  what  needs  to  be  done  and  how  it  can  be  done.  “The 
Goal  We  Seek”  will  be  presented  by  the  Honorable  Josephine  Roche. 


The  Goal  We  Seek 


By  the  Hoxoeable  Josephixe  Roche,  Chairman,  Interdepartmental  Committee 

To  Coordinate  Health  and  Welfare  Activities 

I cannot  tell  you  liow  I reojet  not  liavins:  been  liere  for  all  YOur 
discussions  YesterdaY.  My  regret  is  miticrated  oiiIy  a little  hx  the 
fact  that  if  I had  heard  all  the  Yery  important  and  interesting  speak- 
ers discuss  the  Yarious  topics  that  haYe  been  discussed  before  this 
meeting,  I am  sure  my  feeling  of  being  entirely  tumecessary  in  the 
program  would  be  eYen  stronger  than  it  is  now — and  it  is  quite 
strong  enough  after  listening  to  the  discussions  tliis  morning. 

It  seems  to  me  Yery  significant  that  despite  the  fact  that  this  morn- 
ing is  dedicated  primarily  to  achieYements  that  haYe  been  accom- 
plished, practically  eYeryone  who  has  spoken  this  morning,  and  Dr. 
Eliot's  own  words  of  exhortation  and  warning,  come  back  to  a con- 
tinued warning  of  the  task  that  lies  ahead,  of  the  unfulfilled  needs 
that  demand  constructiYe  action. 

Very  frequently  I haYe  heard,  in  the  past,  as  you  all  haYe,  the  * 
reference  to  the  fact  that  the  death  rate  of  babies  and  mothers  is  the 
best,  most  sensitiYe  index  of  the  success  of  public -health  effort  exery- 
where.  That  certainly  is  true,  and  it  is  equally  true  that  the  death 
rate  of  babies  and  mothers  and  the  rate  of  illness  of  babies  and 
mothers  are  the  best  indexes  of  whether  or  not  tliis  cixilization  we 
boast  of  is  making  progress  toward  the  goal  that  we  Americans  of 
tliis  democracy  of  ours  today  xision  just  the  same,  I tliink,  as  those 
who  founded  tliis  deniocracY  xisioned  it  for  all  men  and  women. 

They  called  that  goal  one  of  equal  opportunity  for  all  and  special 
prixilege  for  none,  and  I don't  think  any  person  in  our  generation  or 
in  generations  to  come  has  found  or  will  find  a better  definition  of  what 
people  of  a democracy  want  to  see  come  about  and  intend  to  liaxe 
come  about  for  themselYes  and  their  children.  As  we  test  the  prog- 
ress we  are  making  toward  that  goal  by  this  sensitixe  index,  we  can 
see  xerx  readilx  that  we  liaxe.  as  was  pointed  out  todax  and  certainlx 
must  liaxe  been  pointed  out  frecpiently  yesterday,  a xery  long  way 
yet  to  go. 

Miss  Lenroot,  in  a recent  article  that  I noticed,  referred  to  the 
approximately  2,000,000  babies  who  are  born  each  year  in  this  coun- 
try of  ours.  About  a uiillion  of  them,  or  oxer  half,  are  born  in  the 
homes  of  men  and  women  who  are  on  relief  or  are  in  the  income 
group  below  $1,250  a year.  TTe  liaxe  known  for  almost  a quarter  of 
a century — exer  since  the  Cliildren's  Bureau  under  the  leaclersliip  of 
that  great  woman  we  all  remember  and  rexere,  Julia  Lathrop,  pointed 
it  out  in  the  earlx  maternitx  and  infancx  studies — that  the  babies 
of  the  poor  die  at  fixe  times  the  rate  of  the  babies  of  the  well-to-do. 
AVe  know  that  despite  encouraging  exceptions  here  and  there  those 
facts  prexail  today. 
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And  SO  when  we  think  of  half  the  babies  born  in  this  democracy 
of  ours,  we  have  got  to  think  of  them  as  still  denied  that  equal 
opportunity  which  was  the  goal  of  the  founders,  even  as  it  is  our 
goal — denied  that  equal  opportunity  with  the  other  half  of  the  babies 
even  to  have  1 year  of  life. 

We  can  go  on  with  this  index  of  baby  deaths  in  relation  to  other 
public-health  activities  and  successes,  and  we  find  exactly  the  same 
thing  happening  throughout  America  today  in  the  other  part  of  the 
population — a constantly  rising  death  rate  as  economic  opportunity, 
income,  and  the  chance  for  a decent  life  go  down. 

And  so  today,  despite  the  successes  that  we  have  had  and  the  en- 
couragement that  they  bring,  we  still  face  a very  real  and  a very 
lasting  challenge.  Certainly  the  encouraging  things  that  we  have 
heard  this  morning— and  they  are,  of  course,  only  a small  percentage 
of  the  encouraging  developments  that  are  taking  place  throughout 
America— and  the  gains  that  have  resulted  from  them  give  us  very 
definite  cause  to  believe  and  to  hope,  to  know,  in  fact,  that  this  index 
of  the  progress  of  civilization— the  health  of  babies  and  mothers- — 
is  going  to  mount  more  rapidly  in  the  future  than  it  has  in  the  past. 
There  are  a good  many  reasons  for  that,  of  course,  but  today  through- 
out this  country  localities,  communities.  States,  and  counties,  private 
groups,  and  public  groups  are  uniting  with  each  other,  cooperating 
with  each  other  and  with  State  and  Federal  governmental  agencies 
to  help  push  this  index  up  higher  than  it  has  gone  in  the  past. 

We  know  that  a great  deal  of  the  stimulus  and  a great  deal  of  the 
concrete  pointing  of  the  way  to  this  progress — small  as  it  is,  it  still 
is  progress— has  come  about  since  the  passage  of  the  Social  Security 
Act,  with  its  provisions  in  many  fields  for  conserving  human  life 
and  human  rights  and  human  welfare. 

We  know,  of  course,  that  the  various  agencies,  Federal  and  State, 
charged  with  the  responsibility  of  carrying  out  the  specific  provi- 
sions for  safeguarding  human  beings,  for  eliminating  certain  hazards 
to  which  they  have  been  subjected  in  the  past  have  been  cooperating 
with  one  another.  They  realize  that  only  as  an  integrated  program, 
recognizing  the  interrelation  of  human  needs  and  the  extreme  im- 
portance of  relating  activities  for  meeting  those  needs,  is  put  forward 
can  the  maximum  results  come  to  the  men,  women,  and  children  in 
whose  interests  this  great  act  was  passed. 

We  get  tremendously  stirred  sometimes  by  our  own  responsibili- 
ties, on  seeing  our  own  particular  program  go  forward.  We  must 
never  forget  that  the  passage  of  the  great  acts,  the  great  measures  of 
far-reaching  importance,  such  as  the  Social  Security  Act  and  others 
of  a similar  nature,  was  not  to  give  special  privileged  groups,  trained 
in  professional  or  other  lines,  the  chance  to  do  great  work,  but  to 
help  the  men,  women,  and  children  who  live  in  the  counties  and 
States,  cities  and  towns,  and  the  drought  areas  of  this  country.  Our 
success,  however  important  it  may  sometimes  seem  to  us,  is  of  value 
only  as  it  is  translated  into  living  realities  with  the  men,  women, 
and  children  who  make  up  America. 

Important  as  are  the  specific  provisions  under  which  you  work  in 
the  field  of  child  and  maternal  health,  in  the  field  of  general  public 
health,  in  the  field  of  w^elfare,  as  important  as  are  your  particular 
tasks  and  as  encouraging  as  are  the  gains  that  have  been  made, 
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chiefly  under  the  stimulus  of  the  Social  Security  Act,  I think  you 
will  agree  with  me  that  there  is  a fact  even  more  important  than  the 
specific  things  that  act  is  making  possible  in  terms  of  Federal  money, 
State  money,  and  county  money,  and  the  building  up  of  specific 
welfare  services  and  health  services  throughout  the  country.  Un- 
derlying that  act  is  the  adoption  by  an  organized  people,  speaking 
through  its  representatives  in  Congress,  of  a great  philosophy,  now 
written  concretely  in  the  law  of  our  land- — that  conservation  of 
human  welfare,  the  protection  of  human  life,  the  building  of  strong, 
vital  citizenship  are  definitely  a charge  on  government — local. 
State,  and  Federal  Government;  that  we  shall  no  longer  permit  the 
waste  of  human  life  and  human  vitality,  the  denial  of  human  needs, 
the  refusal  to  face  the  goal  which  is  still  so  far  from  realized ; that 
we  are  going  some  day  to  see  in  this  country  every  child  born  in  a 
home  with  exactly  equal  opportunity  to  live,  to  be  educated,  to  be 
strong,  to  earn  its  living,  with  that  which  only  half  of  the  children 
now  possess.  That  philosophy  underlies  not  only  the  Social  Security 
Act  but  innumerable  other  acts  and  measures  that  we  as  an  organized 
people  have  been  fighting  for,  are  fighting  for,  and  are  going  to 
continue  to  fight  for. 

As  citizens,  not  only  as  workers  in  the  field  of  child  health  and  of 
child  welfare,  not  only  as  workers  in  the  field  of  general  health  and 
public  welfare,  but  as  citizens  of  a democracy  who  probably  in  your 
lifetime  will  not  yet  see  that  goal  realized,  you  still  have,  despite  the 
heavy  burden  of  your  own  highly  specialized  jobs,  the  added  responsi- 
bility, equally  important,  equally  challenging,  equally  demanding 
of  you,  to  see  that  in  the  other  closely  allied  fields  of  equal  opportu- 
nity for  the  men,  women,  and  children  of  America,  this  battle  will 
go  on.  The  health  of  babies  and  mothers,  the  health  of  fathers,  the 
health  of  communities,  in  the  last  analysis,  cannot  begin  to  approxi- 
mate the  goal  that  we  vision  for  it  unless  progress  is  made  in  these 
other  closely  allied  fields  of  work,  of  shorter  hours,  of  high  wages, 
of  reduced  unemployment,  of  a chance  not  only  to  keep  life  in  men’s 
bodies  and  in  the  bodies  of  their  families  but  a chance  to  develop  in 
fields  of  a living  and  a saving  and  a growing  wage.  Only  as  those 
fields,  too,  are  conquered,  as  we  are  beginning  in  the  welfare  field  to 
make  progress,  can  you  find  your  own  specific  objects  of  interest  in 
this  great  general  goal  realized. 

It  matters  not  what  the  privileged  group  is,  whether  it  is  an 
economic  group,  or  a professional  group,  or  whatever  kind  of  group 
it  is,  insofar  as  the  members  of  any  group  say  for  an  instant,  “The 
public  interest  is  second  to  ours,”  you  have  got  to  fight  them.  It 
doesn’t  make  any  difference  how  specious  or  how  appealing  their 
arguments  are  that  “our  interests  take  precedence  over  the  interests 
of  the  many,”  they  are  not  working  with  us. 

Special  privilege  to  anyone,  as  the  men  and  women  said  who 
founded  this  Nation,  is  still  the  thing  we  have  to  fight  against;  an 
equal  opportunity  for  all  is  the  thing  we  have  got  to  fight  for.  On 
that  basis,  looking  forward  always,  measuring  achievements  only  as 
they  point  the  way  to  better  and  more  fundamental  successes  in  the 
future,  are  we  going  really  to  be  able  to  meet  again  at  some  time 
in  the  near  future  and  say : This  we  have  done  well,  but  this  we 
must  do  still  better. 

I am  extremely  grateful  to  you  for  letting  me  join  you. 
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The  Chaieman.  I know  that  we  have  had  our  minds  and  hearts 
deeply  stirred  this  morning.  I know  that  every  one  of  us  in  this 
audience  has  been  moved,  as  perhaps  never  before,  to  a realization 
of  individual  and  social  responsibility.  This  is  the  beginning  of 
the  conference  and  not  the  close  of  the  conference.  The  first  step 
in  playing  our  part  in  achieving  the  goal  that  Miss  Koche  has  set 
before  us  is  to  be  present  this  afternoon  to  hear  the  reports  of  the 
committees  of  the  conference,  because  only  as  you  have  those  reports 
will  you  be  able  to  take  back  to  your  organizations  and  your  com- 
munities in  concrete,  crystallized  form,  the  things  that  have  grown 
out  of  this  conference. 

( Meeting  ad j ourned. ) 


Tuesday,  January  i8 — Afternoon  Session 

Katharine  F.  Lenroot,  presiding 


Tlie  Chairman.  I should  like  to  read  a letter  that  is  a very  en- 
couraging indication  of  the  response  of  this  conference  to  the  chal- 
lenge that  has  been  placed  before  it.  This  is  from  Mr.  Kalph  M. 
Dunbar,  representing  the  American  Library  Association  at  the  Con- 
ference on  Better  Care  for  Mothers  and  Babies.  [Beading :] 

In  answer  to  the  question  posed  at  the  evening  forum,  “How  may  public 
awareness  of  the  problem  of  better  care  for  mothers  and  babies  be  stimu- 
lated?” I wish  to  say  that  I believe  the  6,000  public  libraries  in  this  country 
may  well  be  considered  among  the  media  in  this  campaign.  Libraries,  with 
ever-increasing  emphasis  on  their  obligations  as  a factor  in  the  social  order, 
reach  all  ages  and  classes  and  are  planning  vigorously  to  expand  library 
service  to  rural  communities.  They  are  in  a strategic  position,  therefore,  to 
disseminate  information  about  the  problem. 

We  are  very  glad  to  have  that  letter,  and  I am  sure  that  all  the 
people  in  this  room,  as  they  have  thought  over  the  proceedings  of 
yesterday  and  this  morning,  would  have  suggestions  of  very  great 
value  to  make,  and  will  make  it  a point  to  think  over  the  ways  in 
which  every  possible  avenue  of  support  in  the  achievement  of  our 
goal  may  be  utilized. 

I want  to  announce  at  this  time  the  appointment  of  a committee  to 
wait  on  the  President  of  the  United  States  at  the  close  of  this  con- 
ference. As  I said  yesterday,  the  President  has  invited  a committee 
representing  the  conference  to  present  to  him  the  report  of  the  com- 
mittee on  findings,  to  discuss  with  him  the  information  that  has  been 
laid  before  the  conference,  and  to  express  to  him  the  spirit  that  has 
been  manifested  in  the  conference. 

The  members  of  this  connnittee  are  as  follows : 

Mrs.  J.  K.  Pettengill,  chairman  of  the  planning  committee. 

Fred  L.  Adair,  M.  D.,  vice  chairman  of  the  planning  committee. 

Felix  J.  Underwood,  M.  D.,  chairman  of  the  committee  on  community 
resources. 

Mrs.  Charles  W.  Sewell,  representing  the  Associated  Women  of  the  Ameri- 
can Farm  Bureau  Federation. 

Dr.  Eliot  and  Miss  Lenroot,  representing  the  Children’s  Bureau. 

On  the  program  is  an  item.  Summary  of  Conference  Proceedings, 
by  the  chairman,  but  I am  going  to  spare  you  that.  I think  I 
have  done  enough  talking  at  this  conference,  and  I do  not  need  to 
summarize  for  you ; I know  each  one  of  you  has  a vivid  picture  in  his 
own  mind  of  the  evidence  of  need  and  the  evidence  that  the  need  can 
be  met  by  the  application  of  the  knowledge  that  we  already  have, 
if  only  the  resources  can  be  made  available  to  meet  this  need  and  can 
be  fully  utilized. 

Therefore,  all  that  I shall  add  to  this  brief  summary  of  the  con- 
ference proceedings  is  that  if  in  the  past  the  staff  of  the  Children’s 
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Bureau  has  felt  deep  concern  about  this  problem  and  a deep  obliga- 
tion to  use  all  the  resources  available  to  us  to  help  to  solve  it,  our 
feeling  of  intense  obligation  and  of  the  immediacy  of  the  situation 
presented  to  us  has  been  very  greatly  augmented  by  the  fact  that 
you  have  come  together  and  given  this  manifestation  of  your  con- 
cern. Therefore,  I can  only  pledge  all  our  resources  and  efforts 
to  going  forward  in  this  movement  that  is  so  vital  to  the  welfare 
and  happiness  of  the  American  people.  I am  sure  that  every  one 
of  you  feels  in  the  same  way  that  the  concern  that  you  already  had — 
or  else  you  would  not  have  come  to  the  conference — ^has  been  in- 
creased many  times  by  the  opportunities  presented  here  in  the  last 
2 days. 

I am  now  going  directly  to  the  reports  of  the  committees  of  the 
conference.  I am  going  to  call  first  on  the  chairman  of  the  commit- 
tee on  professional  resources.  Dr.  Robert  L.  DeNormandie. 


Report  of  the  Committee  on  Piofessional  Resources 

In  order  to  provide  competent  maternal  care  for  tlie  mothers  in 
the  United  States,  and  further  reduce  infant  and  maternal  mortality 
rates,  the  services  of  qualified  physicians  must  be  made  available  by 
the  community  for  all  women  miable  to  obtam  them  miaided.  Ap- 
propriation of  public  funds  to  pay  these  j^hysicians  for  their  services 
will  be  necessary. 

This  committee  is  of  the  opinion  that  facilities  should  be  provided 
for  the  adequate  training  of  obstetric  nurses  for  service  in  areas 
where  medical  service  is  not  available. 

The  services  of  consultant  physicians  specially  trained  m obstetrics 
and  pediatrics  must  be  made  available  for  all  patients  in  need  of 
their  services.  A list  of  the  diplomates  of  the  American  boards  for 
obstetrics  and  for  pediatrics  and  of  others  equally  qualified  to  act  as 
consultants  should  be  made  available  to  physicians  in  every  State, 
and  the  cost  of  the  consultant  services  of  these  men  when  patients 
are  unable  to  pay  should  be  paid  from  public  funds. 

There  should  be  made  available  increased  and  improved  educa- 
tional facilities.  These  educational  facilities  should  be  utilized  not 
only  for  the  trauiing  of  physicians  and  nurses  but  also  for  nutri- 
tionists, social  workers,  and  others  rendermg  service  in  tliis  field. 

Medical  schools  should  recognize  the  need  for  improved  teaching 
of  the  sound  basic  fundamentals  of  obstetric  practice.  Increased 
facilities  for  clinical  trainmg  of  undergraduate  and  graduate  stu- 
dents must  be  made  available  either  by  increased  use  of  existing 
facilities  or  by  development  of  additional  clinical  teaching  centers. 

Every  effort  must  be  made  by  the  obstetric  specialists  and  those 
interested  in  maternal  welfare  in  the  United  States  to  reduce  the 
number  of  umiecessary  or  ill-advised  obstetric  operations  which  play 
such  an  important  part  in  maternal  mortality.  Xo  major  obstetric 
operation  should  be  performed  without  previous  consultation  by  an 
obstetric  specialist. 

Hospital  care  when  indicated  must  be  made  possible,  and  the  safety 
of  maternal  care  insured  for  mothers  and  mfants  through  provision 
of  proper  facilities  for  care  and  of  adequately  trained  personnel. 

More  adequate  facilities  and  better-trained  personnel  to  care  for 
newborn  infants,  especially  those  prematurely  born,  must  be  made 
available.  The  provision  of  equipment  and  tramed  personnel  to  care 
for  premature  infants  in  hospitals  located  throughout  each  State  will 
be  necessary  in  order  to  reduce  the  high  death  rate  of  these  infants 
at  the  present  time. 

Periodic  evaluation  and  appraisal  of  work  bemg  done  in  hospitals 
and  home-delivery  services  and  in  individual  practice  should  be  made. 

Suitable  instruction  of  the  public  in  the  need  for  improvement  in 
maternal  and  child  care  as  the  necessary  part  of  any  program  for 
lowering  infant  and  maternal  mortalitv  should  be  fostered. 
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The  assistance  of  the  council  of  medical  education  and  hospitals 
and  other  agencies  that  wish  to  improve  medical  services  for  every- 
one should  be  sought. 


Robert  L.  DeNormandie,  M.  D.,  chairman. 

M.  O.  Bousfield,  M.  D. 

M.  Edward  Davis,  M.  D. 

Wilburt  Davison,  M.  D. 

Nicholson  Eastman,  M.  D. 

Ruth  Emerson. 

Allen  W.  Freeman,  M.  D. 

Lillian  A.  Hudson,  R.  N. 

R.  G.  Leland,  M.  D. 

Earl  B.  McKinley,  M.  D. 

Norman  F.  Miller,  M.  D. 

Margaret  Nicholson,  M.  D. 

Alice  N.  Pickett,  M.  D. 

R.  H.  Riley,  M.  D. 

Dorothy  Rood,  R.  N. 

Harold  C.  Stuart,  M.  D. 

Elriora  E.  Thomson,  R.  N. 

The  Chairman.  You  will  recall  that  yesterday,  in  announcing  the 
arrangements  for  the  procedure  of  the  conference,  I said  that  there 
would  be  no  action  on  committee  reports,  that  they  would  be  referred 
to  as  reports  of  the  committees  of  the  conference  and  not  as  recom- 
mendations of  the  conference,  because  of  the  way  in  which  the 
conference  is  made  up.  The  reports  are  not,  however,  simply  to  be 
filed.  They  are  for  your  use  in  reporting  the  deliberations  of  the 
conference  and  in  considering  ways  in  which  you  can  further  the 
purposes  for  which  the  conference  was  called. 

Without  objection,  the  report  of  the  committee  on  professional 
resources  is  received  and  will  be  made  a part  of  the  record  of  the 
conference. 

Now  we  will  have  the  report  of  the  committee  on  community  re- 
sources, Dr.  Felix  J.  Underwood,  chairman. 


Report  of  the  Committee  on  Community  Resources 

The  development  of  public  health  in  any  State  depends  primarily 
on  an  adequate  staff  of  qualified  personnel.  The  expansion  of  public- 
health  services  in  recent  years  has  created  a demand  for  many  more 
qualified  professional  workers  in  this  field  than  are  now  available. 

The  professional  staff  required  to  administer  properly  a maternal 
and  child-health  program  in  a State  would  include,  in  addition  to  the 
State  health  officer,  a director  of  maternal  and  child  health  with 
special  pediatric  or  obstetric  and  public-health  training,  and  a suffi- 
cient number  of  full-time  public-health  physicians  with  clinical 
training  in  obstetrics  and  pediatrics  to  assist  in  the  development  and 
supervision  of  local  medical  participation  and  graduate  medical  edu- 
cation. 

The  services  of  consultants  in  nutrition,  health  educators,  and  medi- 
cal social  workers  are  essential  as  the  programs  are  extended  in  a 
State. 

A staff  of  thoroughly  qualified  public-health  nurses  with  a director 
and  a sufficient  number  of  regional  or  advisory  assistants  and  con- 
sultants to  administer  and  supervise  the  public-health-nursing  service 
in  the  field  are  of  primary  importance  if  qualified  service  is  to  be 
rendered. 

Where  there  are  many  deliveries  by  midwives,  there  should  be 
nurses  with  special  training  in  midwifery  to  supervise  this  type  of 
service. 

Only  about  one-fifth  of  the  States  have  obstetricians  or  pedia- 
tricians on  their  State  staffs  to  aid  their  maternal  and  child-health 
directors  in  administering  and  supervising  the  medical  participation. 

Only  20  States  have  nutritional  consultants;  only  13  States  have 
health  educators. 

About  6,000  public-health  nurses  are  employed  in  rural  areas  in  the 
United  States.  Approximately  2,500  public-health  nurses  are  paid 
in  whole  or  in  part  from  maternal  and  child-health  funds,  and  it  is 
estimated  that  they  are  located  in  less  than  one-third  of  the  counties 
in  the  United  States.  At  least  three  to  four  times  as  many  public- 
health  nurses  as  are  now  employed  in  rural  areas  are  needed  at  the 
present  time. 

Properly  qualified  public-health  supervisors  and  consultants  are 
urgently  needed. 

Most  communities  are  unable  to  provide  adequate  medical  and 
nursing  care  for  mothers  and  their  infants.  In  addition  to  the  neces- 
sity of  providing  the  services  of  qualified  local  physicians  for  routine 
care  and  specialists  in  obstetrics  and  pediatrics  for  consultation,  there 
are  needed  additional  public-health  nurses,  especially  those  with 
obstetric-nursing  experience. 
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Only  nine  States  have  included  in  their  plans  for  maternal  and 
child-health  services  provisions  for  the  payment  of  obstetric  con- 
sultation services.  Local  physicians  should  be  paid  for  their  services, 
yet  funds  are  now  inadequate. 

The  provision  of  adequate  medical  and  nursing  care  cannot  be 
considered  satisfactory  if  there  are  not  resources  and  facilities  to 
provide  safe  hospital  care  when  indicated.  At  least  10,000,000 
people  in  the  United  States  live  30  miles  or  more  from  a hospital, 
often  where  transportation  facilities  make  this  distance  too  great  to 
cover  in  an  emergency.  Many  hospitals  accepting  maternity  cases 
are  not  planned  or  equipped  to  provide  safe  care  for  mothers  and 
infants. 

Undergraduate  and  postgraduate  education  in  obstetrics  and  pedi- 
atrics for  physicians  should  be  planned  on  an  increasingly  adequate 
basis  in  cooperation  with  medical  schools  and  medical  societies  within 
the  State.  Too  few  physicians  and  nurses  in  the  United  States  today 
have  opportunities  for  adequate  education  in  obstetrics  and  pedi- 
atrics. 

WHAT  SHOULD  BE  DONE 

1.  Additional  funds  should  be  provided  so  that  properly  quali- 
fied professional  public-health  personnel  can  be  secured  in  each  State 
and  additional  training  and  experience  given  when  necessary. 

2.  Resources  should  be  made  available  so  that  qualified  local  phy- 
sicians and  specialists  may  be  paid  for  their  services  to  mothers  and 
infants. 

3.  Provision  should  be  made  for  an  increased  number  of  hospital 
beds  for  maternity  care  in  certain  areas  of  the  country  and  resources 
to  permit  the  hospitalization  of  women  for  whom  such  care  is  indi- 
cated. 

The  need  to  establish  better  standards  of  hospital  care  for  mater- 
nity cases  and  for  care  of  newborn  infants  is  apparent.  Though 
many  hospitals  accepting  obstetric  patients  provide  care  of  high  qual- 
ity, many  others  are  not  planned  or  equipped  to  give  care  of  the 
best  quality. 

Standards  of  care  must  include  qualifications  for  personnel  in 
charge  of  the  newborn  infants,  as  well  as  of  the  mothers,  provision  for 
consultation  service  of  obstetricians  and  pediatricians,  provision  for 
isolation  of  infected  patients,  as  well  as  proper  physical  lay-out  and 
equipment. 

A system  of  inspection  and  approval  of  all  hospitals  or  institutions 
accepting  maternity  patients  should  be  provided. 

In  those  communities  where  hospital  service  is  not  available,  the 
provision  of  a diagnostic  center  in  cooperation  with  the  local  medical 
profession  would  meet  a great  need,  serving  as  a community  health 
and  medical  center,  providing  examining  rooms  and  laboratory  and 
X-ray  facilities  for  the  use  of  local  physicians  and  space  for  ma- 
ternal and  child-health  activities  of  the  local  health  department,  as 
well  as  carrying  on  other  activities. 

4.  The  present  number  of  public-health  nurses  is  far  below  that 
necessary  to  insure  good  maternity  care  and  care  of  newborn  infants. 
The  deficiency  in  rural  areas  is  more  than  twice  as  great  as  the  de- 
ficiency in  cities.  If  nursing  care  of  the  maternity  patient  at  delivery 
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is  to  be  provided,  there  must  be  an  increase  in  the  number  of  nurses 
provided  for  general  public-health  nursing  activities,  including  ma- 
ternal and  child-health  work. 

It  is  apparent  that  there  is  a great  inequality  in  the  ability  of 
localities  to  provide  adequately  for  maternity  care  and  care  of  new- 
born infants  and  that  assistance  from  State  and  Federal  Govern- 
ments is  necessary  if  care  is  to  be  provided  to  the  women  who  can- 
not otherwise  obtain  such  services. 

It  is,  therefore,  recommended  that — 

An  amendment  be  made  to  title  Y,  part  1,  of  the  Social  Se- 
curity Act  to  authorize  larger  sums  for  distribution  to  the  States 
to  provide  for  improved  hospital  or  home  care  for  pregnant  and 
parturient  women  and  for  the  care  of  newborn  infants  as  well  as 
for  training  personnel  for  these  programs. 

It  is  further  recomnlended  that^ — 

The  authorization  should  provide  for  gradual  development  of 
the  program  on  a sound  basis  of  good  quality  of  service  and  for 
necessary  increases  in  appropriations  until  a sum  is  reached  that 
will  insure  care  for  all  women  who  are  unable  to  obrain  care 
otherwise,  either  for  economic  reasons  or  because  of  inaccessi- 
bility of  care  in  the  communities  in  which  they  live. 

Felix  J.  Underwood,  M.  D.,  chairman. 

Jessie  M.  Bierman,  M.  D. 

Mrs.  James  R.  Cain. 

Alta  E.  Dines,  R.  N. 

John  A.  Ferrell,  M.  D. 

Don  W.  Gudaknnst,  M.  D. 

C.  A.  Harper,  M.  D. 

Alma  Haupt,  R.  N. 

Fred  K.  Hoehler. 

Ruth  Houlton,  R.  N. 

Mrs.  George  H.  Hoxie. 

Ruth  W.  Hubbard,  R.  N. 

H.  E.  Kleinschmidt,  M.  D. 

Joseph  I.  Linde,  M.  D. 

A.  T.  McCormack,  M.  D. 

Mary  E.  Murphy. 

H.  S.  Mustard,  M.  D. 

Robert  E.  Neff. 

Everett  D.  Plass,  M.  D. 

Marion  Rickert. 

Beatrice  Tucker,  M.  D. 

C.  E.  Waller,  M.  D. 

The  Chairmax.  Without  objection,  the  report  will  be  received  and 
made  a part  of  the  record  of  the  conference. 

The  next  will  be  the  report  of  the  committee  on  resources  of  citi- 
zens’ groups,  by  Dean  Harriet  Elliott. 

Miss  Elliott.  That  title.  Resources  of  Citizens’  Groups,  perhaps 
does  not  convey  the  full  membership  on  our  committee,  which  was 
composed  of  civic  groups,  volunteer  organizations,  and  professional 
groups,  so  that  it  probably  is  a little  more  inclusive  than  the  name 
indicates. 


Report  of  the  Committee  on  Resources  of  Citizens’ 

Groups 


F rom  the  reports  of  the  organizations  represented  on  the  committee 
it  is  evident  that  many  organizations  in  their  study  and  activities 
have  recognized  the  importance  of  providing  better  care  for  mothers 
and  infants  and  that  some  organizations  have  taken  action  in  support 
of  a public  program  providing  for  more  adequate  resources  for  this 
work. 

The  committee  makes  the  following  recommendations  for  the  future 
procedure  of  interested  organizations: 

The  committee  on  resources  of  citizens’  groups  recommends 
that  this  conference  make  provision  for  a continuing  committee, 
the  chairman  of  this  committee  to  be  appointed  by  the  chairman 
of  the  conference  and  the  chairman  of  the  conference  planning 
committee.  It  is  the  hope  of  the  conference  that  each  organiza- 
tion represented  in  the  conference  will  appoint  a member  to 
serve  on  this  continuing  committee. 

The  function  of  this  committee  would  be  to  give  clearance 
service  to  the  participating  organizations,  to  provide  the  organi- 
zations with  material  for  study,  and  to  assist  in  the  effort  to  in- 
crease public  interest  in  better  care  for  mothers  and  babies.  It 
may  also  consider  the  legislation  which  may  be  deemed  necessary 
to  advance  this  work,  and  when  such  legislation  has  been  pre- 
pared, provide  a means  through  which  organizations  endorsing 
the  legislation  may  act  in  supporting  the  measure. 

It  was  the  sense  of  the  group  that  increased  cooperation  be- 
tween citizens  and  professional  groups,  voluntary  and  official 
agencies,  is  desirable;  and  that  the  continuing  committee  should 
give  attention  to  ways  by  which  increased  opportunities  may  be 
provided  for  coordinating  the  activities  of  Federal,  State,,  and 
local  groups. 

The  committee  recommended  that  the  material  presented  to  this 
conference  be  made  available  as  soon  as  possible  for  the  participating 
organizations  and  urged  those  organizations  immediately  to  study  the 
evidence  presented  to  the  conference  on  the  need  for  better  care  for 
mothers  and  babies  and  consider  what  action  should  be  taken. 


Harriet  Elliott,  chairman. 
Mrs.  Katharine  Ansley. 
Frank  G.  Boudreau,  M.  D. 
Travis  P.  Burroughs,  M.  D. 
Hazel  Corbin,  R.  N. 

Mrs.  Ernest  Everett  Danly. 
Mrs.  Saidie  Orr  Dunbar. 
Clifford  G.  Grulee,  M.  D. 
Malinde  Havey,  R.  N. 

Ira  V.  Hiscock. 

J.  H.  Mason  Knox,  Jr.,  M.  D. 
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George  W.  Kosmak,  M.  D. 
John  Oppie  McCall,  M.  D. 
Ellen  C.  Potter,  M.  D. 
Emma  C.  Puschner. 
Agnes  G.  Regan. 

M.  Hines  Roberts,  M.  D. 
Mrs.  Abbie  C.  Sargent. 

I.  A.  Siegel,  M.  D. 

Mrs.  Dora  H.  Stockman. 
Mrs.  Nathan  Straus. 
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The  Chairman.  Without  objection,  the  report  will  be  received  and 
made  a part  of  the  record  of  the  conference. 

You  will  notice  that  this  report,  unlike  the  other  reports,  does  con- 
tain a specific  recommendation  for  action  of  the  conference,  but  with 
your  permission  I will  defer  action  on  this  specific  recommendation 
until  we  have  had  the  report  of  the  committee  on  findings. 

1 now  call  upon  the  chairman  of  the  connnittee  on  findings,  Dr. 
Fred  L.  Adair. 


Report  of  the  Committee  on  Findings 

The  committee  on  findings,  after  reviewing  the  information  placed 
before  the  Conference  on  Better  Care  for  Mothers  and  Babies  and  the 
reports  of  special  committees,  presents  to  the  conference  its  statement 
of  findings  and  suggested  plan  of  action  submitted  below.  The  state- 
ment is  based  upon  the  premise  that  the  continuance  and  vigor  of 
American  civilization  depend  primarily  upon  the  extent  to  which  the 
lives  and  health  of  newborn  infants  and  their  mothers  are  safe- 
guarded. That  the  subject  of  the  conference  is  one  of  universal  in- 
terest and  concern  is  indicated  by  the  following : 

In  more  than  2,000,000  families  in  the  United  States  in  a 
single  year  the  birth  of  a child  is  the  most  important  event 
of  the  year. 

In  more  than  150,000  of  these  families  the  death  of  the 
mother  or  the  newborn  baby  brings  tragedy. 

UNNECESSARY  LOSS  OF  MATERNAL  AND  INFANT  LIFE 

Each  year  more  than  14,000  women  in  the  United  States  die  from 
causes  connected  with  childbirth,  leaving  at  least  35,000  children 
motherless;  more  than  75,000  infants  are  stillborn;  and  more  than 
69,000  infants  die  during  the  first  month  of  life. 

An  uncounted  number  of  other  women  are  injured  in  health  and 
children  are  handicapped  in  growth  and  development  as  a result  of 
conditions  associated  with  maternity. 

There  has  been  little  reduction  in  the  maternal  mortality  rate 
during  the  22  years  for  which  records  are  available.  Though  the 
death  rate  from  toxemias  of  pregnancy  shows  a tendency  to  decline, 
there  is  no  comparable  reduction  in  the  death  rate  from  infection 
(sepsis)  or  hemorrhage  in  the  country  at  large. 

Committees  of  physicians  in  many  parts  of  the  country,  after  care- 
ful evaluation  of  the  causes  of  death  of  individual  mothers,  are  report- 
ing that  from  one-half  to  two-thirds  of  maternal  deaths  are 
preventable. 

The  stillbirth  rate  has  apparently  remained  unchanged. 

The  death  rate  for  infants  in  the  first  year  of  life  has  steadily  de- 
clined during  the  22  years  for  which  records  are  available.  There 
has  been  little  decline  in  the  death  rate  for  infants  in  the  first  month 
of  life,  which  accounts  for  nearly  half  the  total  loss  of  life  in  the 
first  year.  There  has  been  no  decline  in  mortality  on  the  first  day 
after  birth.  More  than  one-half  the  deaths  in  the  first  month  are 
deaths  of  premature  infants. 

Thus  the  area  in  which  the  least  ground  has  been  gained  in  the 
saving  of  infant  life  is  the  mortality  associated  with  the  complica- 
tions of  pregnancy  and  labor  and  conditions  of  early  infancy. 
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OPPORTUNITIES  FOR  SAVING  LIFE 

It  has  been  repeatedly  demonstrated  that  the  application  of  medical 
knowledge  and  professional  skill  can  save  the  lives  of  mothers  and 
babies.  Community  resources,  both  public  and  private,  can  be  or- 
ganized to  make  such  knowledge  and  skill  available  when  needed. 
It  is  known  that — 

Preconceptional  and  premarital  care  will  help  to  safeguard  the 
mother  from  possible  later  disaster. 

Good  prenatal  care  will  reduce  the  deaths  of  mothers  from 
toxemia  and  will  mean  fewer  deaths  of  infants.  Adequate  pre- 
conceptional and  prenatal  treatment  of  syphilis  will  improve  the 
mother’s  condition  and  prevent  syphilis  in  the  child.  Preven- 
tion of  premature  birth  will  measurably  reduce  the  risk  to  the 
infant’s  life  and  improve  his  chance  for  normal  development. 
The  opportunity  for  j)renatal  supervision  prepares  the  physician 
to  deal  intelligently  with  conditions  of  birth. 

Good  medical  and  nursing  care  and  good  technique  at  the  time 
of  delivery  and  the  opportunity  for  good  hospital  care  when 
needed  will  to  a large  extent  prevent  or  control  sepsis  and  hemor- 
rhage which  endanger  the  life  of  the  mother. 

Skillful  care  at  birth  will  increase  the  child’s  chance  to  live 
and  develop  normally  and  will  to  a large  extent  prevent  injuries 
that  result  in  serious  handicaps.  Breast  feeding  and  the  con- 
tinuance of  careful  supervision  throughout  the  neonatal  period, 
especially  for  infants  prematurely  born,  will  further  decrease 
infant  mortality. 

Adequate  postpartum  care  and  follow-up  care  of  the  mother 
will  protect  her  from  unnecessary  disability  and  even  death.  It 
will  also  enable  her  to  nurse  and  give  better  care  to  her  baby. 

The  conditions  favorable  to  preserving  the  lives  and  health  of 
mothers  and  newborn  infants  include  the  following : 

Parents  who  are  well  informed  and  provided  with  proper 
food,  rest,  and  living  conditions. 

Cooperation  of  the  father,  who  helps  the  mother  to  carry 
out  good  health  measures  during  the  childbearing  period. 

Adequate  medical,  dental,  and  nursing  supervision  and 
care  during  pregnancy,  labor,  and  the  postpartum  and  post- 
natal periods. 

Breast  feeding  followed  by  other  proper  and  sufficient 
food,  and  an  environment  free  from  infection. 

Periodic  examination  and  advice  by  a physician  trained 
in  care  and  feeding  of  the  infant. 

Hospital  care  for  illnesses  necessitating  treatment  not 
available  in  the  home. 

Consultation  services  of  a specialist  as  needed,  including 
obstetrician,  pediatrician,  internist,  dentist,  and  others  in  the 
various  medical  and  surgical  specialties. 

Good  hospital  care  when  indicated  by  medical  need  or 
inadequate  home  facilities. 

It  is  estimated  that  of  the  more  than  2,000,000  births,  approx- 
imately 840,000,  or  more  than  one-third,  occur  annually  in  families 
which  are  on  relief  or  which  have  total  incomes  (including  home 
produce)  of  less  than  $750  a year.  One  hundred  and  ninety  thousand 
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of  these  births  occur  in  medium-sized  or  large  cities.  Six  hundred 
and  fifty  thousand  occur  in  rural  areas  and  cities  of  less  than  50,000 
population. 

In  1935,  14  percent  of  all  live  births  in  the  United  States  occurred 
in  the  six  most  prosperous  States,  i.  e.,  those  with  the  highest  per 
capita  incomes,  which  received  27  percent  of  the  total  income  of  the 
United  States.  Fourteen  percent  of  all  live  births  occurred  in  the 
six  poorest  States,  which  received  only  5 percent  of  the  total  income. 

In  1930,  19  percent  of  all  live  births  occurred  in  10  States  which 
had  only  14  percent  of  the  population  of  employable  ages  (20-64). 
Twenty-nine  percent  of  all  live  births  occurred  in  10  other  States  in 
the  United  States  which  had  36  percent  of  the  population  of 
employable  ages. 

In  1930  there  were  only  26  children  under  1 year  of  age  per  1,000 
adults  of  employable  ages  (20-64)  in  urban  areas  in  the  United 
States,  but  38  in  rural  nonfarm  areas  and  45  on  farms. 

Even  within  individual  States  the  highest  birth  rates  generally 
prevail  in  the  areas  in  which  economic  conditions  are  least  favorable. 
In  New  York  State  in  1930  the  9 counties  judged  to  have  the  lowest 
planes  of  living  had  an  average  birth  rate  of  19.4  per  1,000  popula- 
tion, while  the  16  counties  with  the  highest  planes  of  living  had  a 
birth  rate  of  17.1.  In  Mississippi  the  birth  rate  for  the  45  counties 
with  the  lowest  planes  of  living  was  25.0,  while  that  for  6 counties 
with  the  highest  was  21.9. 

INADEQUACY  OF  MEDICAL  AND  NURSING  CARE 

In  some  areas  there  are  too  few  general  practitioners  to  meet  the 
need  and  in  many  more  areas  there  are  too  few  specialists  in  ob- 
stetrics and  pediatrics. 

The  number  of  nurses  in  rural  areas  is  still  far  below  the  number 
necessary  if  reasonably  good  maternity  care  is  to  be  given. 

Opportunities  to  enable  medical  students  and  physicians  and 
nurses,  both  student  and  graduate,  to  take  full  advantage  of  current 
medical  knowledge  as  to  care  of  mother  and  child  are  insufficient. 

Although  the  facilities  for  prenatal  care  have  been  expanding 
steadily,  both  in  the  private  physician’s  practice  and  in  prenatal 
clinics,  and  this  expansion  is  reflected  in  the  reduction  of  deaths 
from  toxemia,  records  still  show  that  many  women  have  no  prenatal 
care  and  many  others  have  inadequate  care. 

While  certain  communities,  through  public  and  private  effort,  have 
provided  a physician’s  care  and  hospital  care  for  mother  and  child 
at  birth,  when  such  care  cannot  be  paid  for  by  the  family,  there 
has  been  no  widespread  effort  on  a national  scale  to  make  medical 
and  nursing  care  at  time  of  delivery  generally  available  either  in 
the  home  or  in  the  hospital  for  mothers  in  families  which  cannot 
obtain  such  care  unaided. 

A quarter  of  a million  women  were  delivered  in  1936  without  the 
advantage  of  a physician’s  care;  more  than  15,000  had  no  care 
except  that  of  the  family  or  neighbors. 

Health  officials  report  that  many  women  do  not  obtain  or  even 
seek  a physician’s  care  before  and  at  delivery  because  of  inability 
to  meet  the  expense. 
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For  the  great  majority  of  the  1,000.000  births  attended  each  year 
in  the  home  by  a physician  there  is  no  nurse  to  aid  in  caring  for 
the  mother  and  the  child. 

In  many  communities  facilities  for  hospital  care  are  still  lacking 
or  are  at  a minimum.  About  200,000  births  occm’  each  year  in  fam- 
ilies Tvhich  live  at  least  30  miles  from  a hospital,  frequently  under 
transportation  conditions  which  make  it  impracticable  to  take  the 
mother  to  a hospital  in  emergency. 

In  urban  areas  in  1936,  T1  j)ercent  of  the  hve  births  occurred  in 
hospitals ; in  rural  areas  in  the  same  year  II  percent  of  the  live  births 
occurred  in  hospitals. 

Many  hospitals  serving  rural  areas  and  small  cities  report  that 
their  maternity  facilities  are  not  used  to  capacity  because  of  the 
inability  of  families  to  pay  for  such  care. 

RECENT  ADVANCES 

There  has  been,  especially  during  the  last  30  years,  a great  advance 
in  medical  research  related  to  the  physiology  and  patholog}^  of 
maternity  and  early  infancy,  the  education  of  physicians  and  nurses 
in  the  care  of  the  mother  and  child,  the  educational  phases  of  public- 
health  programs  for  promoting  the  hygiene  of  maternity  and  infancy, 
and  provision  of  facilities  for  care. 

Increasing  opportunity  for  improving  the  basic  maternal  and 
child-health  services  has  been  given  in  the  last  2 vears  through 
Federal  grants  to  the  States  under  the  Social  Security  Act,  title  V, 
part  1. 

Reports  from  public  and  private  agencies  show  notable  advance 
in  provision  of  facilities  for  prenatal  care,  postnatal  care,  organi- 
zation of  community  services,  participation  by  local  physicians, 
nurses,  and  interested  nonprofessional  workers,  and  education  of 
persoimel.  On  the  other  hand,  resources  for  medical  supervision  and 
care  of  mothers  and  children  who  are  unable  to  obtain  such  care  are 
poorly  developed  in  many  areas.  Funds  have  not  been  sufficient  to 
provide  medical  and  nursing  care  at  delivery  except  to  a limited 
extent  on  an  experimental  basis. 

PLAN  OF  ACTION 

The  committee  finds  that  preserving  the  lives  and  health  of  mothers 
and  babies  is  of  such  importance  to  all  the  people  that  it  warrants 
immediate  and  concerted  national  consideration  and  national  action. 

The  principal  objectives  to  be  sought  are  the  following: 

Full  opportunity  for  practical  instruction  in  obstetrics  and 
the  care  of  the  newborn  infant — 

For  midergraduate  students  in  medical  schools,  for  phy- 
sicians resident  in  hospitals,  and  periodically  for  practicing 
physicians  in  postgraduate  courses. 

For  the  student  nurse  and  at  recurrent  intervals  for  the 
graduate  nurse  or  the  public -health  nurse  whose  work  in- 
cludes maternity  nursing  in  private  practice  or  in  public- 
health  service. 
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Supervision  of  the  mother  throughout  pregnancy  by  a quali- 
fied local  physician,  aided  by  a public-health  nurse,  preferably 
one  with  recent  training  in  obstetrics  and  care  of  newborn  infants. 

Care  at  delivery  by  the  same  qualified  local  physician,  aided 
by  a nurse  trained  and  experienced  in  delivery  nursing  care, 
such  care  to  be  given  in  the  home  or  in  an  approved  hospital 
provided  with  adequate  obstetric  and  pediatric  services  and  fa- 
cilities for  caring  for  emergency  or  complicated  cases. 

Postpartum  and  postnatal  medical  and  nursing  supervision 
in  the  hospital  and  the  home. 

Consultation  service  by  obstetricians  and  pediatricians  to  aid 
general  practitioners  in  their  care  of  mothers  and  infants. 

Community  provision  for  care  by  a qualified  physician  and 
nurse,  for  consultation  service,  and  for  hospital  care  when  in- 
dicated, including  transportation  to  the  hospital,  for  the  mother 
or  baby  to  whom  such  care  is  otherwise  inaccessible  or  who 
cannot  obtain  care  unaided. 

Further  progress  toward  these  objectives  can  be  made  through 
concerted  effort  of  all  concerned  with  maternal  and  infant  care  as 
follows : 

By  increasing  professional  resources  through — 

Better  undergraduate  education  and  training  for  nurses 
and  practitioners  of  medicine. 

Better  graduate  educational  facilities  for  nurses  and 
physicians. 

Adequate  provision  for  training  of  nurses  and  physicians 
for  special  obstetric  and  pediatric  service. 

Better  distribution  of  competent  physicians. 

More  specially  trained  graduate  public-health  nurses. 

Greater  facilities  for  education  of  physicians  and  nurses 
to  be  made  available  by  hospitals  caring  for  maternal  cases. 

By  developing  in  both  cities  and  rural  areas  complete  service 
for  mothers  and  newborn  infants,  through  the  utilization  of 
available  competent  service  under  both  public  and  private  aus- 
pices, and  extension  and  improvement  of  public  services  not 
adequate  to  meet  the  need — 

The  local  community  to  provide  maternal  and  infant  care 
as  needed,  as  part  of  its  public-health  responsibility. 

The  State  to  give  leadership,  financial  assistance,  special- 
ized service,  and  supervision  in  the  development  of  local 
services. 

The  F ederal  Government  to  assist  the  State  through  finan- 
cial support,  research,  and  consultant  service. 

The  committee  finds  that  if  this  plan  of  action  is  to  be  carried  out, 
F ederal  participation  would  be  necessary  as  follows : 

Amendment  to  title  V,  section  502,  of  the  Social  Security  Act 
to  authorize  a larger  sum  to  be  appropriated  annually  to  the 
States  for  maternal  and  child-health  services  with  provision 
that  the  increased  payments  to  the  States  should  be  used  for  the 
improvement  of  maternal  care  and  care  of  newborn  infants. 
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The  authorization  should  provide  for  gradual  development  of 
the  program,  in  both  its  educational  and  its  administrative 
aspects,  and  for  necessary  increases  in  appropriation  until  a 
sum  is  reached  that  will  insure  care  for  all  women  who  are  unable 
to  obtain  care  otherwise,  either  because  of  economic  reasons 
or  because  of  inaccessibility  of  care  in  the  communities  in  which 
they  live. 

The  extent  to  which  this  plan  can  be  made  a reality  depends  upon 
the  desire  of  the  public  to  be  adequately  served,  the  leadership  of  the 
professional  groups  in  the  provision  of  service  of  high  quality,  and 
the  development  by  public  agencies,  in  cooperation  with  private 
agencies  and  individuals,  of  a program  of  education  and  medical 
and  nursing  care  which  will  meet  the  needs  of  the  various  groups 
in  the  population. 

The  committee  on  findings  has  reviewed  and  endorsed  the  reports 
of  the  committee  on  professional  resources,  the  committee  on  com- 
munity resources,  and  the  committee  on  resources  of  citizens’  groups. 

Fred  L.  Adair,  M.  D.,  chairman. 

E.  L.  Bishop,  M.  D. 

Elizabeth  Christman. 

Dorothy  Doming,  R.  N. 

Henry  F.  Helmholz,  M.  D. 

C.  Rufus  Rorem,  Ph.  D. 

Mrs.  Charles  W.  Sewell. 

The  Chairman.  Without  objection,  the  report  will  be  received  and 
m,ade  a part  of  the  record  of  the  conference. 

Dr.  Adair,  I think  we  owe  you  and  your  committee  a great  debt 
of  gratitude.  I happen  to  know  they  were  in  session  until  about  2 
o’clock  this  morning,  and  I think  some  of  them  got  up  at  dawn  to 
complete  work  on  the  report,  so  it  really  was  a great  undertaking 
and  we  are  deeply  grateful. 

In  the  report  of  the  committee  on  resources  of  citizens’  groups  there 
was  a definite  recommendation  calling  for  conference  action,  and  I 
thought  it  would  be  better  if  we  deferred  action  on  that  recommenda- 
tion until  we  had  all  the  committee  reports  before  us.  I am  now  going 
to  recall  Miss  Harriet  Elliott  to  the  platform  for  the  purpose  of  pre- 
senting this  definite  recommendation. 

Miss  Elliott.  The  recommendation  reads: 

The  committee  on  resources  of  citizens’  groups  recommends  that  this 
conference  make  provision  for  a continuing  committee,  the  chairman  of 
this  committee  to  be  appointed  by  the  chairman  of  the  conference  and  the 
chairman  of  the  conference  planning  committee.  It  is  the  hope  of  the  con- 
ference that  each  organization  represented  in  the  conference  will  appoint  a 
member  to  serve  on  this  continuing  committee. 

The  function  of  this  committee  would  be  to  give  clearing  service  for  the 
participating  organizations  to  provide  the  organizations  with  material  for 
study,  and  to  assist  in  the  effort  to  increase  public  interest  in  better  care 
for  mothers  and  babies.  It  may  also  consider  the  legislation  that  may  be 
deemed  necessary  to  advance  this  work  and,  when  such  legislation  has  been 
prepared,  provide  a means  through  which  organizations  endorsing  the  legis- 
lation may  act  in  supporting  the  measure. 

Madam  Chairman,  I move  the  adoption  of  this  recommendation. 

(The  motion  was  seconded  and  voted  on.) 
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The  Chairman.  The  motion  is  carried  and  the  committee  will  be 
organized  according  to  the  procedure  outlined  in  the  recommenda- 
tion. 

I want  to  express  my  appreciation  to  all  the  members  of  the  com- 
mittees that  w^orked  last  night  and  some  of  them  this  morning  in 
preparing  these  reports  and  to  the  chairmen  who  have  presented 
them.  They  give  us  some  very  specific  information  to  take  back. 

Before  coming  to  the  close  of  our  session  there  are  two  or  three 
people  whom  I would  like  to  present  to  you.  You  need  no  introduc- 
tion to  them,  but  I cannot  close  the  meeting  without  calling  upon  a 
man  who  has  served  for  many,  many  years — he  does  not  mind  my 
emphasizing  the  “many”— as  health  officer  of  a State,  who  has  been 
of  great  service  not  only  in  his  own  State  but  throughout  the  Nation 
in  advancing  the  cause  of  public  health,  and  who  is  now  the  presi- 
dent of  the  American  Public  Health  Association,  Dr.  Arthur  T. 
McCormack. 

Dr.  McCormack.  Those  of  you  who  know  me  well  enough  will 
know  how  embarrassed  I am  at  the  idea  of  having  to  appear  before 
so  large  an  audience  when  I am  so  ill-prepared  to  say  anything  to 
you,  but  it  would  be  impossible  for  anybody  to  be  silent  who  had 
the  opportunity  to  talk  in  the  presence  of  the  Children’s  Bureau, 
managed,  as  it  is,  by  such  able  women  who  generally  do  most  of  the 
talking  and  do  it  so  briefly  and  directly  that  we  men  have  little 
chance,  and  when  we  do,  we  generally  talk  too  long  and  do  not  say 
much. 

It  is  always  a pleasure  for  any  medical  man,  and  any  public-health 
man,  to  talk  to  a group  that  is  inspired  by  common  interest  in  the 
care  of  humanity.  I am  gratified  that  the  whole  medical  profession 
of  America  has  determined  to  put  its  shoulder  to  the  wheel  and  assist 
and  help  develop  the  leadership  that  is  necessary  for  a proper  solution 
of  the  problems  in  which  we  are  interested.  It  is  equally  important 
that  we  who  are  physicians  realize  that  those  who  are  laymen  and 
taxpayers  are  the  ones  that  pay  all  the  bills  for  sickness,  as  well  as 
all  the  bills  for  public  health;  and  equally  important  for  those  who 
are  taxpayers  and  laymen  to  realize  that  the  only  possible  solution 
that  we  have  for  the  problem  lies  in  organized  medicine.  For  that 
reason  we  are  bound  to  succeed  together  or  we  are  bound  to  fail  to- 
gether. We  medical  men  are  determined  that  we  will  succeed,  that 
we  will  give  the  service  that  we  can  in  the  spirit  of  the  traditions 
of  our  profession  since  the  day  of  Hippocrates.  We  will  go  along 
wdth  you  in  helping  to  develop,  as  we  have  tried  to  do,  step  by  step, 
sometimes  slowly  and  sometimes  moving  backward,  all  along  through 
the  years  in  helping  to  make  this  America  of  ours  the  happiest  and 
the  healthiest  place  in  which  a child  can  be  born,  and  the  safest 
place  in  wdiich  he  can  be  reared. 

The  Chairman.  I see  an  old  friend  of  mine,  an  old  friend  of  the 
Children’s  Bureau  and  of  all  the  official  health  agencies  of  the  coun- 
try, who  characteristically  is  standing  in  the  very  back  of  the  room. 
I want  the  secretary  of  the  State  and  Provincial  Health  Authorities 
of  North  America  to  have  applause  even  if  he  is  in  the  back  of  the 
room — :Dr.  Albert  J.  Chesley.  [Applause.] 
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We  have  the  president  of  the  State  and  Provincial  Health  Au- 
thorities with  us  on  the  platform.  He  has  an  announcement  to  make 
to  us  and  we  should  appreciate  anything  that  he  would  care  to  say 
to  us  at  this  time — Dr.  Kobert  H.  Kiley. 

Dr.  Riley.  Miss  Lenroot  said  I may  speak  to  the  conference  on  the 
condition  that  I confine  my  remarks  to  an  announcement  I have  to 
make. 

(Dr.  Riley  announced  a meeting  of  State  health  officers,  Wednes- 
day morning,  January  19.) 

The  Chairman.  I don’t  see  someone  in  the  room  whom  I should 
have  liked  very  much  to  call  on.  Is  Dr.  C.  A.  Harper  of  the  State 
Board  of  Health  of  Wisconsin  in  the  room?  My  home  State  is 
Wisconsin,  you  know,  and  we  are  all  so  proud  of  Dr.  Harper.  I 
wish  we  might  have  the  pleasure  of  recognizing  him,  but  he  is  out 
of  the  room  just  now.  Let’s  applaud  Dr.  Harper  anyway.  [Ap- 
plause.] 

Mrs.  Pettengill,  I have  to  report  to  you,  as  chairman  of  the  plan- 
ning committee,  that  we  are  about  to  conclude  our  proceedings.  I 
should  like  to  call  upon  you  for  anything  that  you  would  like  to  say 
to  us  as  chairman  of  that  committee. 

Mrs.  Pettengill.  I want  to  say  on  behalf  of  the  conference  plan- 
ning committee,  of  which  Dr.  Adair  was  vice  chairman  and  Mrs. 
Nathan  Straus  secretary,  that  we  come  to  you  this  afternoon  with 
that  same  valedictory  feeling  that  I suppose  all  committees  have, 
one  of  reward  and  relief  and  regret — a reward,  in  that  our  labors  have 
been  so  finely  accepted  and  have  met  with  such  hearty  cooperation; 
relief,  because  we  feel  that  you  have  come  here  expecting  something 
of  value  and  we  have  felt  that  this  conference  has  given  it  to  you, 
and  to  a certain  extent  has  met  with  some  of  the  hopes  that  we  held 
for  it;  and  regret  that  such  fine  things  as  this  must  come  to  an  end. 

When  the  first  letters  went  out  to  you,  we  included  in  those  letters 
not  only  a prophecy  of  what  we  hoped  would  happen  but  to  a certain 
extent  a promise  to  you  of  what  we  expected  to  do  in  this  conference. 
We  hope  that  your  anticipation  was  met.  We  hope  that  you  feel 
that  we  have  held  to  our  promise,  which  was  outlined  in  the  con- 
siderations and  in  the  topics  set  forth  before  you  for  your  acceptance. 

The  fact  that  scores  of  organizations  have  been  cooperating  here 
is  one  of  the  finest  demonstrations  of  what  can  be  done  when  people 
have  a common  interest  that  I have  seen  in  a number  of  years.  The 
area  of  each  organization’s  interest  has  been  different  in  each  case, 
but  we  have  found  our  common  denominator  of  interest,  and  it  was 
in  an  emphasis  on  that  common  denominator  that  we  felt  we  would 
find  our  opportunity.  We  promised  to  find  that  emphasis,  to  present 
it  to  you,  and  to  ask  your  response. 

The  reward  for  the  work  that  has  been  done  should  go  to  those 
who  did  the  majority  of  the  work,  the  Children’s  Bureau;  for,  after 
all,  we  were  only  as  helpful  as  we  could  be  with  our  limited  resources 
and  to  a certain  extent  our  limited  abilities,  and  it  was  the  Children’s 
Bureau  and  the  groups  they  called  in  to  assist  the  planning  commit- 
tee that  made  this  conference  possible. 

The  final  reward  for  all  of  us  will  be  in  what  comes  out  in  the 
future — in  the  near  future,  we  hope,  but  at  any  rate,  some  final 
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acliievement  that  shall  mean  something  for  every  mother  and  child. 
If  that  can  be  something  that  is  started  at  this  conference  and  car- 
ried on  through  the  necessary  years,  or  possibly  generations  to  come, 
since  we  are  a patient  people,  we  shall  feel  that  it  has  been  well 
worth  while. 

To  you,  the  conference  planning  committee  would  like  to  say: 
Thank  you  for  the  most  valued  opportunity  that  may  be  given  to  any 
human  being,  the  opportunity  for  service. 

The  Chairman.  The  test  of  the  success  of  our  conference  can  be 
measured  by  the  charts  that  may  be  presented  to  a future  commit- 
tee. You  remember  you  have  charts  in  your  envelopes  that  show  a 
line  for  maternal  mortality  and  a line  for  deaths  of  infants  under 
1 month.  If  in  a few  years  from  now  we  can  have  charts  showing 
those  lines  steeply  descending,  the  conference  will  have  been  a success. 

(Meeting  adjourned.) 
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Walter  L.  Bierring,  M.  D.,  State  Department  of  Health,  Des  Moines,  Iowa. 
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BETTER  CARE  FOR  MOTHERS  AND  BABIES 

A BRIEF  SUMMARY  OF  FACTS 
How  Many  Mothers  Die? 

12,182  mothers  died  in  1936  in  the  United  States  as  a result  of  pregnancy. 

In  1935  the  maternal  mortality  rate  was  58  per  10,000  live  births ; in  1936 
it  was  57.  The  decrease  of  one  point  from  1935  to  1936  has  meant  a saving 
of  more  than  250  mothers’  lives  out  of  a total  of  more  than  2 million  women 
who  gave  birth  to  a child  in  1936.  During  the  22  years  for  which  records  are 
available,  there  has  been  very  little  decline  in  the  maternal  mortality  rate  until 
the  past  7 years,  during  which  the  decrease,  though  still  slight,  has  been  a 
significant  one.  This  decline  has  been  largely  due  to  a decrease  in  deaths  from 
toxemia.  It  probably  reflects  improved  prenatal  care,  since  toxemia  is,  of  all 
the  causes  of  maternal  death,  the  one  most  influenced  by  prenatal  care. 

The  high  maternal  mortality  rate  in  the  United  States  constitutes  one  of 
the  major  health  problems  today.  The  decrease  in  these  deaths  in  the  past 
few  years  has  not  been  commensurate  with  the  advance  of  modern  science 
and  improvement  in  medical  practice.  Thousands  of  these  deaths  might  have 
been  prevented.  The  steadily  declining  birth  rate  makes  this  loss  of  life  of  even 
greater  significance.  There  were  2,144,790  babies  born  alive  in  the  United 
States  in  1936.  There  were  10,315  fewer  live  births  registered  in  1986  than 
in  1935. 

Why  Mothers  Die. 

In  1936— 

4,606  (38  percent  of  the  mothers  who  died)  died  from  septicemia  (in- 
fection). More  than  one-third  of  these  (1,801)  died  following  abortions 
with  infection.  Infection  may  be  prevented  by  proper  care  before  and 
especially  at  time  of  childbirth. 

2,481  (20  percent  of  all  maternal  deaths)  died  following  abortions. 
The  public  must  be  taught  the  dangers  of  abortions  if  these  deaths  are 
to  be  prevented. 

2,784  (23  percent)  died  from  toxemia,  a toxic  condition  of  the  mother. 
Toxemia  may  be  prevented  by  proper  care  during  pregnancy. 

1,398  (11  percent)  died  from  hemorrhage.  Some  of  these  deaths  may 
be  prevented  through  better  facilities  for  emergency  care  and  blood 
transfusions. 

One-half  to  Two-thirds  of  the  Maternal  Deaths  Are  Preventable. 

Obstetric  specialists,  after  careful  study  of  maternal  deaths  in  the  following 
communities,  found  the  estimated  percentages  of  preventable  deaths  to  be  as 
follows : 

Percent 


New  York  Academy  of  Medicine,  1930-32 66 

Philadelphia  County  Medical  Society,  1931-33 57 

Maternal  mortality  in  7 cities  on  the  Pacific  Coast,  1933-34 68 

Jefferson  County,  Ala.,  1931-35 79 


^ Material  based  on  figures  for  1936,  which  became  available  shortly  after  the  confer- 
ence, has  been  substituted  where  possible  for  1935  material. 
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How  Many  Babies  Die? 

73,735  babies  were  bom  dead  in  1936. 

69,869  babies  died  in  the  first  month  of  life  in  1936 ; 46  percent  of  these 
were  born  prematurely  and  14  percent  were  injured  at  birth. 

56,686  babies  (81  percent)  died  as  a result  of  causes  arising  during 
pregnancy  or  at  the  time  of  delivery. 

During  the  22  years  for  which  records  are  available,  the  total  infant  mortality 
rate  (deaths  under  1 year  of  age  per  1,000  live  births)  has  decreased  notably, 
from  100  in  1915  to  57  in  1936.  Since  1932,  however,  there  has  been  no  sig- 
nificant change. 

On  the  other  hand,  the  neonatal  mortality  (deaths  under  1 month)  has 
decreased  but  slightly  and  deaths  on  the  first  day  of  life  have  not  been  reduced 
at  all.  In  1936  the  mortality  rate  in  the  first  month  of  life  was  33  per  1,000 
live  births.  Nearly  half  the  deaths  in  the  first  month  of  life  are  due  to 
premature  birth. 

Competent  medical  and  nursing  care  during  pregnancy,  adequate  care  at 
the  time  of  childbirth,  treatment  of  syphilitic  mothers,  care  of  newborn 
babies — especially  care  for  babies  prematurely  born — and  facilities  for  hospital 
care  when  necessary  would  materially  reduce  these  deaths. 

It  has  been  demonstrated  in  both  cities  and  rural  areas  that  the  deaths  of 
infants  in  the  first  month  of  life  can  be  cut  in  half.  Through  education  and 
preventive  medicine  the  number  of  babies  who  die  from  the  second  to  the 
twelfth  month  of  Life  has  been  materially  reduced. 

How  Many  Mothers  Have  Adequate  Prenatal  Care? 

Mortality  studies. — In  the  Children’s  Bureau  maternal-mortality  study  in 
15  States,  covering  26  percent  of  total  maternal  deaths  in  the  United  States, 
1927-28,  it  was  found  that  where  prenatal  care  was  reported  and  applicable — 

Less  than  1 percent  of  the  mothers  who  died  in  the  last  6 months  of 
pregnancy  had  received  medical  care  which  was  considered  adequate. 

54  percent  had  no  prenatal  care  by  a physician. 

87  percent  had  no  prenatal  care,  or  poor  or  indifferent  care. 

40  percent  of  the  women  who  died  in  cities  or  small  towns  had  no 
prenatal  care ; 64  percent  of  the  women  who  died  in  the  country  had 
no  prenatal  care. 

In  the  New  York  study  62  percent  had  no  prenatal  care  or  inadequate  care. 

In  the  Philadelphia  study  68  percent  of  the  mothers  who  died  had  no  prenatal 
care  or  inadequate  care  (41  percent  had  no  prenatal  care). 

In  the  South  Carolina  study,  1935-36,  94  percent  had  no  prenatal  care  or  in- 
adequate care  (81  percent  had  no  prenatal  care). 

In  the  Alabama  study,  1936,  94  percent  of  the  mothers  had  no  prenatal  care 
or  inadequate  care. 

In  a study  in  Michigan  of  approximately  10.000  births  in  1936,  47  percent  had 
no  prenatal  care  or  unsatisfactory  care  (21  percent  had  no  care). 

^Tiat  Care  Is  Given  at  the  Time  of  Childbirth? 

223.000  women  in  1936  were  attended  by  midwives : 56  percent  of  the 
Negro  women  were  attended  by  midwives ; and  in  9 States  more  than 
25  percent  of  the  women  were  attended  by  midwives. 

15.000  women  in  the  United  States  (exclusive  of  Massachusetts)  had 
neither  midwife  nor  physician  in  attendance. 

14  percent  of  the  women  living  in  rural  areas  were  delivered  in  hospitals. 

71  percent  of  the  women  living  in  cities  and  small  towns  were  delivered 
in  hospitals. 

In  1937,  in  response  to  a Children’s  Bureau  questionnaire.  41  State  health 
officers  reported  that  there  were  not  enough  specialists  in  obstetrics  in  the  State 
to  meet  the  need. 

How  Are  Hospitals  Prepared  To  Care  For  Maternity  Cases? 

In  normal  cases  delivery  can  be  safely  carried  out  in  the  home  unless  condi- 
tions in  the  home  make  it  unsuitable  for  care  and  home  delivery.  Abnormal 
cases  and  potentially  hazardous  cases  require  hospitalization  at  time  of  delivery. 
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Every  hospital  receiving  maternity  cases  should  be  registered  by  the  American 
Medical  Association  and  meet  the  standards  for  obstetric  care  set  forth  by  the 
American  Hospital  Association  or  the  American  College  of  Surgeons. 

These  standards  for  hospital  obstetric  care  include:  Segregation  of  mothers 
and  newborn  infants  from  all  other  patients  in  the  institution,  with  facilities 
for  isolation  of  all  infected  cases ; adequate  clinical  laboratory  and  X-ray  facil- 
ities for  diagnosis  and  treatment  of  obstetric  patients;  supervision  by  compe- 
tent registered  nurse  with  special  obstetric  training  and  sufficient  number  of 
assistants ; an  obstetrician  as  chief  of  service ; adequate  records ; consultation 
before  operative  interference ; monthly  study  of  cases ; training  for  nurses,  with 
proper  nursing  care  of  newborn  infants. 

The  Council  on  Medical  Education  and  Hospitals  of  the  American  Medical 
Association  reported  in  June  1937  that  3,612  hospitals  in  the  United  States  were 
not  approved  by  the  council  nor  by  the  American  College  of  Surgeons;  581  are 
not  registered  by  the  American  Medical  Association. 

Do  Physicians  Have  Opportunity  for  Sufficient  Training  in  Obstetrics? 

“The  teaching  of  obstetrics  is  at  a lower  level  than  that  of  the  other  major 
clinical  departments.  Comparatively  few  schools  offer  to  their  students  an 
adequate  practical  experience  under  competent  supervision.”  Council  on  Medi- 
cal Education  and  Hospitals,  American  Medical  Association,  June  1937. 

Approximately  5,000  students  are  graduated  from  medical  schools  each  year. 
Only  287  positions  were  listed  in  the  Journal  of  the  American  Medical  Associa- 
tion, March  1937,  which  offer  a minimum  of  1 year’s  postgraduate  experience  in 
obstetrics  in  approved  hospitals. 

The  quality  and  quantity  of  obstetric  teaching  must  be  improved  and  hospital 
facilities  for  postgraduate  training  extended. 
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Maternal,  infant,  and  neonatal  deaths,  and  stillbirths;  United  States,  1936 


State 

Maternal  deaths 

Infant  deaths 
(under  1 year) 

Neonatal  deaths 
(under  1 month) 

Stillbirths 

Num- 

ber 

Rate  per 
10,000 
live 
births 

Num- 

ber 

Rate  per 
1,000 
live 
births 

Num- 

ber 

Rate  per 
1,000 
live 
births 

Num- 

ber 

Rate  per 
1,000 
live 
births 

United  States 

12, 182 

57 

122,  535 

57 

69, 869 

33 

73,  735 

34 

Alabama 

446 

74 

4,017 

67 

2,  390 

40 

2,  659 

44 

Arizona ---  - 

87 

91 

1,142 

120 

436 

46 

277 

29 

Arkansas . 

254 

76 

1,707 

51 

822 

25 

1,274 

38 

California  

393 

47 

4,  489 

53 

2,  419 

29 

2,  000 

24 

Colorado  - 

129 

71 

1,354 

74 

675 

37 

553 

30 

Connecticut- - 

91 

41 

933 

42 

629 

28 

563 

25 

Delaware ---  - 

28 

71 

253 

65 

121 

31 

143 

36 

District  of  Columbia. . 

81 

69 

847 

72 

470 

40 

432 

37 

Florida 

227 

• 81 

1,669 

59 

1,046 

37 

1,388 

49 

Georgia 

605 

82 

4,314 

70 

2,  491 

40 

3,  648 

59 

Idaho 

45 

44 

626 

51 

323 

32 

253 

25 

Illinois - 

500 

45 

5,  246 

47 

3,315 

30 

3,099 

28 

Indiana 

261 

48 

2,  742 

51 

1,637 

30 

1,  286 

24 

Iowa 

198 

46 

2, 057 

48 

1,376 

32 

1,156 

27 

Kansas 

170 

57 

1,554 

52 

952 

32 

785 

26 

Kentucky.  - ...  ..  . 

315 

56 

3,  726 

67 

1,897 

34 

2, 029 

36 

Louisiana.  

382 

87 

3,151 

72 

1,  703 

39 

2, 079 

47 

Maine 

78 

51 

981 

64 

580 

38 

472 

31 

Maryland  . .. 

125 

47 

1,838 

69 

871 

33 

1,291 

49 

Massachusetts 

304 

49 

2, 872 

47 

1,818 

29 

1,820 

29 

Michigan  ...  ..  .-.  ..  ... 

462 

52 

4,  482 

51 

2,  648 

30 

2,  650 

30 

Minnesota ..  

200 

42 

2,113 

44 

1,406 

30 

1,247 

26 

Mississippi  ...  ..  

343 

69 

2,  879 

58 

1,485 

30 

2,  348 

47 

Missouri 

342 

61 

3,  235 

58 

1,792 

32 

2,013 

36 

Montana ..  .. 

67 

55 

593 

57 

335 

32 

227 

22 

Nebraska 

120 

50 

1,049 

44 

663 

28 

529 

22 

Nevada . . 

8 

56 

99 

70 

55 

39 

31 

22 

New  Hampshire ..  .. 

37 

48 

‘355 

46 

229 

30 

228 

30 

New  Jersey ... 

215 

40 

2,  386 

44 

1,  453 

27 

1,  801 

33 

New  Mexico  _ . 

96 

74 

1,572 

122 

617 

48 

407 

32 

New  York . ...  ..  .. 

894 

49 

8,  567 

47 

5,  401 

30 

7,  221 

40 

North  Carolina  

502 

66 

5,  247 

69 

2,  732 

36 

3,116 

41 

North  Dakota 

58 

43 

674 

50 

397 

29 

366 

27 

Ohio 

516 

50 

5,314 

51 

3,203 

31 

3, 088 

30 

Oklahoma 

259 

62 

2,  509 

60 

1,368 

33 

1, 182 

28 

Oregon _ 

76 

54 

619 

44 

406 

29 

297 

21 

Pennsylvania 

830 

52 

8, 153 

51 

4, 971 

31 

5, 034 

32 

Khode  Island.  

41 

40 

491 

48 

308 

30 

302 

30 

South  Carolina 

354 

90 

3, 174 

81 

1,  660 

42 

2,  286 

58 

South  Dakota 

59 

46 

615 

48 

358 

28 

267 

21 

Tennessee 

353 

70 

3,  464 

68 

1,764 

35 

1,969 

39 

Texas 

771 

69 

7, 951 

71 

4, 140 

37 

3,  905 

35 

Utah 

55 

44 

661 

53 

408 

33 

255 

20 

Vermont .._ 

32 

50 

374 

58 

230 

36 

183 

28 

Virginia 

299 

58 

3,  787 

74 

2, 042 

40 

2,  235 

44 

Washington 

122 

52 

1,062 

45 

647 

28 

468 

20 

West  Virginia.  

216 

53 

2, 908 

71 

1,446 

35 

1,524 

37 

Wisconsin ...  ...  . .._ 

222 

42 

2,  510 

48 

1,575 

30 

1,  281 

24 

Wyoming .. 

24 

50 

274 

58 

159 

33 

68 

14 

Compiled  from  reports  of  the  U.  S,  Bureau  of  the  Census. 
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MATERNAL  MORTALITY  IN  THE  UNITED  STATES,  1936 


INFANT  MORTALITY  IN  THE  UNITED  STATES,  1936 


children's  bureau 

UNITED  STATES  DEPARTMENT  OF  LABOR 


source:  umitco  states  bureau  ortHS  census 
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CAUSES  OF  MATERNAL  MORTALITY 

UNITED  STATES,  1936 


children's  bureau 

u.  S.  DEPARTMENT  OF  LABOR  SOURCE:  REPORTS  OF  U.  S.  BUREAU  OF  TME  CENSUS 


77905°— 38- 


11 


DEATHS  UNDER  I YEAR  PER  1,000  LIVE  BIRTHS  ' ^DEATHS  ASSIGNED  TO  PUERPERAL  CAUSES  PER  10,000  LIVE  BIRTHS 
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MATERNAL  MORTALITY.  BY  CAUSE,  1915-36 


UNITED  STATES  EXPANDING  BIRTH -REGISTRATION  AREA 


CHILDREN'S  BUREAU 

^NtTEO  STATES  DEPARTMENT  OF  tABOR  SOURCC:  UHITID  STATes  tUACAU  Of  TNC  OCttm 


INFANT  MORTALITY,  BY  CAUSE,  1915-36 

UNITED  STATES  EXPANDING  BIRTH-REGISTRATION  AREA 


children's  bureau 

UNITED  STATES  OEPAHTMENT  OF  LABOR 


: louRet:  UNiTts  stati*  •vreau  or  the  eERtiw 
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INFANT  mortality- 

certain  PERIODS  OF  THE  FIRST  YEAR  OF  LIFE,  1915-36 

UNITED  states  EXPANDING  B I RTH  - R EG  1ST  R ATI  0 N AR  E A 


too 

90 

80 

70 

60 

SO 

40 

30 

20 


10 


46  states 

AND 

DC. 


48  STATEf 

AJiB 

D.C. 


First  month  i neonatali 


SECOND  TO  twelfth 


N.  M0NTH1-- 


n 


100 

90 

eo 

TO 

60 

so 

40 

30 


20 


FIRST  DAY 


4- 


4. 


i I 


10 


1915  1920 

iRATESFOR  infants  «mO  SURVIVED  The  FIRST  MCnTh 

children's  bureau 

united  states  DEPANTNIENT  DF  labor 


1925 


1930 


1935  1936 


•outct:  uurTto  states  s;^cau  9ftmc  eiirsvt 


INFANTS  DYING  IN  EACH  MONTH  OF  LIFE;  UNITED  STATES,  1936 

(AGE  AT  DEATH  ) 


UNDER  I MONTH  2 MONTHS  3 MONTHS  4 MONTHS  5 MONTHS  6 MONTHS  7 MONTHS  8 MONTHS  9 months  lOMONTHS  II MONTHS 
I MONTH 

69,869  9,503  7,808  6,640  5,409  4,532  4,131  3.573  3,226  2,946  2,511  2,367 

CHILDREN'S  BUREAU 

united  states  OEeARTNENT  OF  LABOR  SBWeE:  REFOIT  OF  u- 5- RVItEAy  Of  TKt  CERSUS 
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CAUSES  OF  NEONATAL  MORTALITY 

UNITED  STATES,  1936 


I 


UNKNOWN/ J 

' / AMO  / / 

JLL-DEFINEO 
DISEASES^ 


ALL  OTHERS 
•LSPECIFIED 
ijCvCAUSES 
ESA^5.3%; 


RESPIRATORY 

DISEASES 


CONGENITAL  ■■ 
MALFORMATIONS 

mm^OA%mrnm 


INJURY  AT  BIRTH 


PREMATURE  BIRTH 

■H46.4%  HHI 


OTHER  PRENATAL  AND  I 
■ij^TAL  CONDITIONS 

Bihio.6%  m^m 


CHILDREN'S  BUREAU 
U. 8.  DEPARTMENT  OP  LABOR 


source:  reports  op  U.  S.  bureau  op  THE  CENSUS 
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CAUSES  OF  INFANT  MORTALITY 


UNITED  STATES,  1936 


children's  bureau 

U.s.  DEPARTMENT  OF  LABOR 


source:  reports  of  u,  s.  bureau  of  the  census 
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NUMBER  OF  BIRTHS  IN  FAMILIES  ON  RELIEF  OR  WITH  SPECIFIED 

incomes;  united  states,  1935 


ESTIMATED  NUMBER  OF  LIVE  BIRTHS  AND  STILLBIRTHS  (IN  THOUSANDS) 

0 400  800  1,200  1,600  2,000  2,400  2,600 

1 I I I T 1 1 1 


PLACES  OF  LESS 
THAN  100,000 


CITIES  OF  100,000 
OR  MORE 


CHILDREN'S  BUREAU 
UNITED  STATES  DEPARTMENT  OP  LAIOR 


FAMILIES  ON  RELIEF  OR  WITH 
INCOMES  OF  LESS  THAN  $500 


FAMILIES  ON  RELIEF  OR  WITH 
INCOMES  OF  LESS  THAN  $ip0C 


NONRELIEF  FAMILIES  WITH 
INCOMES  OF  $1,000  OR  MORE 


DISTRIBUTION  OF  INCOME  COMPARED  WITH  DISTRIBUTION  OF 
LIVE  BIRTHS.  BY  ECONOMIC  CLASSES  OF  STATES; UNITED  STATES,  1935 


PERCENT  OF  UNITED  STATES  TOTAL 

STATES  WITH  SPECIFIED  ^ 20  30 

PER  CAPITA  INCOMES  ' ' ' ' 


HIGH  (II  STATES 

INCLUDING  D.C.) 


50 

"1 


MODERATELY  HIGH 
(13  STATES) 


MODERATELY  LOW 
( 14  STATES) 


LOW  (II  STATES) 


ECONOMIC  CLASSES 

CLASS 

EST.  PER  CAPITA  INCOME 

HIGH 

? 500  OR  MORE 

MOD.  HIGH 

$ 400  TO  $499 

MOD.  LOW 

$ 300  TO  $ 399 

LOW 

LESS  THAN  $300 

SOURCES  ; NATIONAL  INDUSTRIAL  CONFERENCE  BOARD  INCOME  DATA 
UNITED  STATES  BUREAU  OF  THE  CENSUS 


CHILDREN'S  BUREAU 
UNITED  STATES  DEPARTMENT  OF  LABOR 
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NUMBER  OF  LIVE  BIRTHS  PER  1,000  ADULTS  20  TO  64 
YEARS  OF  AGE.  BY  STATES.  1930 


STATE  LIVE  BIRTHS  PER  1,000  ADULTS  20  TO  64  YEARS  OF  ASE 

0 10  20  30  40  SO  SO 

1  1 1 1 1 1 1 


NEW  MEXICO 
UTAH 

NORTH  CAROLINA 

SOUTH  CAROLINA 

ALABAMA 

WEST  VIRGINIA 

MISSISSIPPI 

KENTUCKY 

VIRGINIA 

ARKANSAS 

ARIZONA 

NORTH  DAKOTA 

GEORGIA 

IDAHO 

TENNESEE 

LOUISIANA 

MAINE 

SOUTH  DAKOTA 

MICHIGAN 

NEBRASKA 

PENNSYLVANIA 

VERMONT  ' 

WISCONSIN 

WYOMING 

TEXAS 

OKLAHOMA 

MINNESOTA 

MONTANA 

DELAWARE 

FLORIDA 

KANSAS 

MARYLAND 


COLORADO 

INDIANA 

NEW  HAMPSHIRE 


IOWA 

RHODE  ISLAND 
OHIO 

CONNECTICUT 
MISSOURI 
MASSACHUSETTS 
DISTRICT  OF  COLUMBIA 
NEW  JERSEY 
ILLINOIS 
NEW  YORK 
WASHINGTON 
CALIFORN  lA 


a 


OREGON 

NEVADA 


UVE-BIRTH  DATA  FOR  SOUTH  DAKOTA  AND  TEXAS  REPRESENT  YEARS  (932  AND  1933,  RESPECTIVELY 


CHILDREN'S  BUREAU 
VMITCO  STATES  DEPARTMENT  OF  LABOR 


source;  u-  s.  bureau  of  the  cersus 
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RATIO  OF  INFANTS  TO  ADULTS,  BY  TYPE  OF  COMMUNITY,  1930 


TYPE  OF  COMMUNITY 


CITIES  OF  100,000  OR  MORE 


PLACES  OF  LESS  THAN  100,000 


RURAL  NONrARM 


RURAL  FARM 


CHILDREN  UNDER  ! YEAR  OF  AGE  PER  1,000  ADULTS  20  TO  64 

0 10  20  30  40  50 

1  1 \ 1 1 —I 


CHILDREN’S  BUREAU 

UNITED  STATES  DEPARTMENT  OF  LABOR 


■SOURCE!  UNITED  STATES  BUREAU  OPTHE  CENSU9 


RATIO  OF  CHILDREN  TO  ADULTS. BY  TYPE  OF  COMMUNITY.  1930 


TYPE  OF  GOMMUNiTY 


CHILDREN  UNDER  15  YEARS  OF  AGE  PER  1,000  ADULTS  20  TO  64 

0 100  200  300  400  500  600  700  800 

1 1 I I 1 I 1 1 '■■■  s 


CITIES  OF  (00,000  OR  MORE 


PLACES  OF  LESS  THAN  100,000 


rural  nonfarm 


RURAL  farm 


children’s  bureau 

UNITED  STATES  DEPARTMENT  OF  LABOR 


source:  UNITED  STATES  BUREAU  Or  THE  CENSUB 
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NUMBER  OF  CHILDREN  UNDER  15  PER  1,000  ADULTS 
20  TO  64  YEARS  OF  AGE,  BY  STATES,  1930 


STATE 

SOUTH  CAROLINA 
NORTH  CAROLINA 
NEW  MEXICO 
ALABAMA 
WEST  VIRGINIA 
UTAH 

MISSISSIPPI 

GEORGIA 

ARKANSAS 

NORTH  DAKOTA 

KENTUCKY 

VIRGINIA 

OKLAHOMA 

TENNESSEE 

LOUISIANA 

IDAHO 

SOUTH  DAKOTA 

ARIZONA 

TEXAS 

NEBRASKA 

PENNSYLVANIA 

WYOMING 

FLORIDA 

MAINE 

MONTANA 

KANSAS 

MINNESOTA 

WISCONSIN 

VERMONT 

COLORADO 

IOWA 

MICHIGAN 

MARYLAND 

INDIANA 

RHODE  ISLAND 

CONNECTICUT 

NEW  HAMPSHIRE 

OHIO 

DE  LA WARE 

MISSOURI 

NEW  JERSEY 

MASSACHUSETTS 

ILLINOIS 

WASHINGTON 

NEW  YORK 

OREGON 

NEVADA 

CALIFORNIA 

DISTRICT  OF  COLUMBIA 


CHILDREN'S  BUREAU 
UNITED  STATES  DEPARTMENT  OF  LABOR 
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Numl)er  of  live  Mrths  and  percentage  distribution  by  person  in  attendance,  in 

urban  and  rural  areas  of  each  State,  19S6  ^ 


Area 

Number 

Percent 

Total 

live 

births 

Physi 

cian 

(in 

hospi- 

tal) 

Physi- 
cian (not 
in  hospi- 
tal) 

Mid- 

wife 

Other 

and 

unspeci- 

fied 

Total 

per- 

cent 

Physi- 

cian 

(in 

hospi- 

tal) 

Physi- 

cian 

(notin 

hospi- 

tal) 

Mid- 

wife 

Other 

and 

un- 

speci- 

fied 

United  States. 

2, 144,  790 

878,  222 

1, 014,  700 

223,  577 

28, 291 

100.0 

40.9 

47.3 

10.4 

1.3 

Urban 

1, 012, 957 

723, 893 

248,  545 

29,  569 

10, 950 

100.0 

71.5 

24.5 

2.9 

1. 1 

Rural 

1, 131, 833 

154, 329 

766, 155 

194,  008 

17, 341 

100.0 

13.6 

67.7 

17. 1 

1.5 

Alabama 

60, 116 

6, 868 

31, 030 

21, 996 

222 

100.0 

11.4 

51.6 

36.6 

.4 

Urban 

11, 374 

6, 067 

3, 963 

1,330 

14 

100.0 

53.3 

34.8 

11.7 

.1 

Rural 

48, 742 

801 

27, 067 

20, 666 

208 

100.0 

1.6 

55.5 

42.4 

.4 

Arizona 

9. 545 

3,  230 

5, 000 

828 

487 

100.0 

33.8 

52.4 

8.7 

5.1 

Urban 

3, 181 

1, 825 

1, 191 

133 

32 

100.0 

57.4 

37.4 

4.2 

1.0 

Rural 

6, 364 

1,405 

3,809 

695 

455 

100.0 

22.  1 

59.9 

10.9 

7.1 

Arkansas 

33, 520 

2, 340 

21,416 

8,598 

1, 166 

100.0 

7.0 

63.9 

25.7 

3.5 

Urban 

3, 563 

1, 637 

1,666 

239 

21 

100.0 

45.9 

46.8 

6.7 

.6 

Rural 

29, 957 

703 

19,  750 

8, 359 

1, 145 

100.0 

2.3 

65.9 

27.9 

3.8 

California 

84,  502 

63. 172 

19,  601 

1,217 

512 

100.0 

74.8 

23.2 

1.4 

.6 

Urban 

53,  287 

44,  242 

7, 925 

958 

162 

100.0 

83.0 

14.9 

1.8 

.3 

Rural ... 

31,215 

18.  930 

11,  676 

259 

350 

100.0 

60.6 

37.4 

.8 

1. 1 

Colorado 

18,  279 

8,017 

9,854 

177 

231 

100.0 

43.9 

53.9 

1.0 

1.3 

Urban ... 

8, 097 

5,  593 

2, 394 

85 

25 

100.0 

69. 1 

29.6 

1.0 

.3 

Rural...  

10, 182 

2, 424 

7. 460 

92 

206 

100.0 

23.8 

73.3 

.9 

2.0 

Connecticut .. 

22,  228 

17, 545 

4, 271 

376 

36 

100.0 

78.9 

19.2 

1.7 

.2 

Urban 

18,813 

15, 838 

2, 603 

347 

25 

100.0 

84.2 

13.8 

1.8 

.1 

Rural 

3,415 

1,707 

1, 668 

29 

11 

100.0 

50.0 

48.8 

.8 

.3 

Delaware 

3,  922 

2, 028 

1,305 

576 

13 

100.0 

51.7 

33.3 

14.7 

.3 

Urban 

2, 159 

1,713 

304 

142 

100.0 

79.3 

14. 1 

6.6 

Rural...  ..  ... 

1,763 

315 

1, 001 

434 

13 

100.0 

17.9 

56.8 

24.6 

.7 

District  of  Columbia. 

11,704 

10, 387 

1, 309 

8 

100.0 

88.7 

11.2 

.1 

Florida 

28, 097 

8,237 

11,359 

8,  223 

278 

100.0 

29.3 

40.4 

29.3 

1.0 

Urban 

10,  733 

6, 374 

2,  357 

1,986 

16 

100.0 

59.4 

22.0 

18.5 

. 1 

Rural 

17, 364 

1, 863 

9, 002 

6,  237 

262 

100.0 

10.7 

51.8 

35.9 

1.5 

Georgia 

61, 658 

9,638 

27,  203 

24,692 

125 

100.0 

15.6 

44.1 

40.0 

.2 

Urban 

13, 935 

8,  251 

4, 009 

1,668 

7 

100.0 

59.2 

28.8 

12.0 

. 1 

Rural 

47,  723 

1,387 

23.  194 

23,  024 

118 

100.0 

2.9 

48.6 

48.2 

.2 

Idaho 

10,  224 

4,  355 

5,  756 

62 

51 

100.0 

42.6 

56.3 

.6 

.5 

Urban ... 

1, 492 

1,327 

161 

2 

2 

100.0 

88.9 

10.8 

.1 

. 1 

Rural . 

8,  732 

3, 028 

5,  595 

60 

49 

100.0 

34.7 

64.1 

.7 

.6 

Dlinois 

112, 167 

68, 067 

42,  568 

1,401 

131 

100.0 

60.7 

38.0 

1.2 

. 1 

Urban 

76, 988 

60, 846 

14, 942 

1,139 

61 

100.0 

79.0 

19.4 

1.5 

.1 

Rural 

35, 179 

7, 221 

27,  626 

262 

70 

100.0 

20.5 

78.5 

.7 

, 2 

Indiana 

54,  034 

18, 457 

35,  234 

293 

50 

100.0 

34.2 

65.2 

.5 

.1 

Urban 

26, 884 

14, 870 

11,  723 

279 

12 

100.0 

55.  3 

43.6 

1.0 

(2) 

Rural 

27, 150 

3,  587 

23,511 

14 

38 

100.0 

13.2 

86.6 

. 1 

.1 

Iowa 

42,  715 

16, 938 

25,  709 

37 

31 

100.0 

39.7 

60.2 

.1 

. 1 

Urban 

16,  387 

12, 195 

4, 178 

10 

4 

100.0 

74.4 

25.5 

.1 

0) 

Rural 

26, 328 

4,  743 

21,  531 

27 

27 

100.0 

18.0 

81.8 

.1 

.1 

Kansas 

29, 998 

10,  784 

19, 073 

70 

71 

100.0 

35.9 

63.6 

.2 

.2 

Urban.  ... 

10, 695 

6, 746 

3, 902 

27 

20 

100.0 

63. 1 

36.5 

.3 

.2 

Rural 

19,  303 

4,  038 

15, 171 

43 

51 

100.0 

20.9 

78.6 

.2 

.3 

Kentucky 

55,  778 

5,  578 

38,  424 

11, 607 

169 

100.0 

10.0 

68.9 

20.8 

.3 

Urban.  

10, 498 

4,  698 

5,  690 

105 

5 

100.0 

44.8 

54.2 

1.0 

0) 

Rural.  . 

45,  280 

880 

32,  734 

11,  502 

164 

100.0 

1.9 

72.3 

25.4 

.4 

Louisiana.  _.  

43, 828 

11, 127 

15,  322 

17,  329 

50 

100.0 

25.4 

35.0 

39.5 

. 1 

Urban . 

14,  356 

10,  149 

2.  430 

1,  771 

6 

100.0 

70.7 

16.9 

12.3 

(2) 

Rural..  

29,  472 

978 

12, 892 

15,  558 

44 

100.0 

3.3 

43.7 

52.8 

.1 

Maine . . 

15,  302 

5, 025 

10,  275 

1 

1 

100.0 

32.8 

67. 1 

(2) 

(2) 

Urban  

4,  850 

3, 123 

1,727 

100.  0 

64.4 

35.  6 

Rural 

lO;  452 

1^902 

8;  548 

1 

1 

100.0 

18.2 

81.8 

(0 

(9 

Maryland 

26,  588 

11,  682 

12,  437 

2,  355 

114 

100.0 

43.9 

46.8 

8.9 

.4 

Urban  

15, 803 

10,311 

4,  937 

549 

6 

100.0 

65.2 

31.2 

3.5 

(2) 

Rural 

10,  785 

1,371 

7,500 

1,806 

108 

100.0 

12.7 

69.5 

16.7 

1.0 

Massachusetts. _ ... 

61,  704 

44,  771 

3,  668 

4 

3 13,  261 

100.0 

72.6 

5.9 

(2) 

21.5 

Urban 

55,  787 

42,  594 

3,  668 

4 

9,  521 

100.0 

76.4 

6.6 

(2) 

17.1 

Rural  ..  

5,917 

2,  177 

3,  740 

100.0 

36.8 

63.2 

Michigan..  ... 

88,  427 

38,  896 

48,  576 

702 

253 

100.0 

44.0 

54.9 

.8 

.3 

Urban.  

56,  474 

33,  685 

22,  511 

193 

85 

100.0 

59.6 

39.9 

.3 

.2 

Riual . 

31,  953 

5,  211 

26, 065 

509 

168 

100.0 

16.3 

81.6 

1.6 

.5 

Minnesota _ 

47,  576 

24,  606 

21,394 

609 

967 

100.0 

51.7 

45.0 

1.3 

2.0 

Urban  ... 

19, 043 

16,  622 

2,268 

133 

20 

100.0 

87.3 

11.9 

.7 

. 1 

Rural 

28,  533 

7,  984 

19, 126 

476 

947 

100  0 

28.0 

67.0 

1.7 

3.3 

• From  Vital  Statistics — Special  Reports,  vol.  5,  No.  4,  pp.  11-14.  U.  S.  Bureau  of  the  Census,  Wash 
ington,  D.  C. 

* Less  than  Ho  of  1 percent. 

3 Person  in  attendance  not  stated  on  transcript. 
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Numl>er  of  live  births  and  percentage  distribution,  by  person  in  attendance,  in 
urban  and  rural  areas  of  each  State,  1936 — Continued 


I 

i 

I 

t 

C 

<• 

e 

c 

i 

f 

r 

j 

i 

' 

* 


Number 

Percent 

Area 

Total 

live 

births 

Physi- 

cian 

(in 

hospi- 

tal) 

Physi- 
cian (not 
in  hospi- 
tal) 

Mid- 

wife 

Other 

and 

unspeci- 

fied 

Total 

per- 

cent 

Physi- 

cian 

(in 

hospi- 

tal) 

Physi- 
cian 
(not  in 
hospi- 
tal) 

Mid- 

wife 

Other 

and 

im- 

sped- 

fied 

Mississippi 

49, 446 

3,455 

20, 626 

25, 049 

316 

100.0 

7.0 

41.7 

50.7 

0.6 

Urban.  

4,999 

2,  270 

1,441 

1,280 

8 

100.0 

45.4 

28.8 

25.6 

.2 

Rural 

44,  447 

1,185 

19, 185 

23.  769 

308 

100.0 

2.7 

43.2 

53.5 

.7 

Missouri 

55,916 

19,  752 

33, 777 

1,  329 

1, 058 

100.0 

35.3 

60.4 

2.4 

1.9 

Urban 

24, 208 

17,  680 

5,993 

503 

32 

100.0 

73.0 

24.8 

2.1 

.1 

Rural 

31,  708 

2, 072 

27,  784 

826 

1,026 

100.0 

6.5 

87.6 

2.6 

3.2 

Montana 

10, 400 

6, 133 

3,883 

253 

131 

100.0 

39.0 

37.3 

2.4 

1.3 

Urban 

3,  275 

2,  988 

276 

10 

1 

100.0 

91.2 

8.4 

.3 

(2) 

Rural 

7, 125 

3,145 

3,607 

243 

130 

100.0 

44.  1 

50.6 

3.4 

1.8 

Nebraska 

23,798 

8,  339 

15,  387 

23 

49 

100.0 

35.0 

64.7 

.1 

.2 

tTftifm 

7,  584 

5,  574 

1,994 

16 

100.0 

73.  5 

26.3 

.2 

Rural 

16!  214 

2,  765 

13,  393 

7 

49 

100.0 

17.  1 

82.6 

(2) 

.3 

Nevada 

1,419 

863 

525 

11 

20 

100.0 

60.8 

37.0 

.8 

1.4 

Urban 

220 

200 

16 

1 

3 

100.0 

90.9 

7.3 

.5 

1.4 

Rural 

1,199 

663 

509 

10 

17 

100.0 

55.3 

42.5 

.8 

1.4 

New  Hampshire 

7,  679 

2,  270 

5,  381 

11 

17 

100.0 

29.6 

70.1 

.1 

.2 

Urban 

4, 337 

1,  515 

2, 818 

1 

3 

100.0 

34.9 

65.0 

(2) 

. 1 

Rural 

3,  342 

755 

2,563 

10 

14 

100.0 

22.6 

76.7 

.3 

.4 

New  Jersey 

53,833 

37,  563 

13,  065 

3, 169 

36 

100.0 

69.8 

24.3 

5.9 

. 1 

Urban 

43,444 

34,  044 

6,  760 

2,  628 

12 

100.0 

78.4 

15.  6 

6.0 

(2) 

Rural 

10,  389 

3,  519 

6,305 

541 

24 

100.0 

33.9 

60.7 

5.2 

.2 

New  Mexico 

12, 907 

1,941 

6,437 

3, 140 

1,389 

100.0 

15.0 

49.9 

24.3 

10.8 

Urban 

1,732 

770 

813 

134 

15 

100.0 

44.  5 

46.9 

7.  7 

.9 

Rural 

11. 175 

1. 171 

5,  624 

3,  006 

1, 374 

100.0 

10.5 

50.3 

26.9 

12.  3 

New  York 

182,  469 

139,  912 

38,  491 

3,  819 

247 

100.0 

76.7 

21. 1 

2. 1 

. 1 

Urban 

151, 127 

127,  829 

19,  650 

3,  582 

66 

100.0 

84.6 

13.0 

2.4 

(2) 

Rural--  

31,  342 

12,083 

18, 841 

237 

181 

100.0 

38.6 

60. 1 

.8 

.6 

North  Carolina 

76, 182 

10,  211 

44,  277 

21,536 

158 

100.0 

13.  4 

58.  1 

28.3 

.2 

Urban 

13,  898 

6,  743 

5,  504 

1,  645 

6 

100.0 

48.  5 

39.6 

11.8 

(2) 

Rural 

62,284 

3,  468 

38,  773 

19,  891 

152 

100.0 

5.6 

62.3 

31.9 

. 2 

North  Dakota 

13,  571 

4,  842 

7,264 

215 

1,  250 

100.0 

35.  7 

53.5 

1.6 

9.2 

Urban  

2,  593 

2, 145 

445 

3 

100.  0 

82.  7 

17.2 

.1 

Rural 

lO;  978 

2,  697 

6, 819 

215 

1,  247 

100.0 

24.6 

62. 1 

2.0 

11.4 

Ohio 

103,  703 

46, 170 

57,382 

122 

29 

100.0 

44.  5 

55.3 

.1 

(2) 

Urban 

65,  356 

42,  763 

22,  487 

99 

7 

100.0 

65.4 

34.4 

.2 

(2) 

Rural 

38,  347 

3,  407 

34,895 

23 

22 

100.0 

8.9 

91.0 

.1 

. 1 

Oklahoma 

41,  815 

9,222 

30,  782 

1,452 

359 

100.0 

22.  1 

73.6 

3.5 

.9 

Urban 

11, 101 

6,613 

4, 339 

140 

9 

100.0 

59.  6 

39. 1 

1.3 

. 1 

Rural 

30,  714 

2,  609 

26,  443 

1,312 

350 

100.0 

8.5 

86. 1 

4.3 

1. 1 

Oregon 

13,  975 

9,  258 

4,  656 

26 

35 

100.0 

66.2 

33.3 

.2 

.3 

Urban 

6, 652 

6, 046 

591 

9 

6 

100.0 

90.9 

8.9 

.1 

. 1 

Rural 

7, 323 

3,  212 

4,  065 

17 

29 

100.0 

43.9 

55.  5 

.2 

.4 

Pennsylvania 

159, 393 

72,  742 

84,  710 

1,  507 

434 

100.0 

45.  6 

53. 1 

.9 

.3 

Urban 

90, 126 

60,  586 

28.  368 

907 

265 

100.0 

67.2 

31.5 

1.0 

.3 

Rural--  - _ 

69,  267 

12. 156 

56,  342 

600 

169 

100.0 

17.  5 

81.3 

.9 

. 2 

Rhode  Island  - - - 

10, 186 

6,  392 

3,  563 

211 

20 

100.0 

62.8 

35.0 

2.1 

.2 

Urban 

9, 416 

6,  242 

3,002 

159 

13 

100.0 

66.3 

31.9 

1.7 

. 1 

Rural 

770 

150 

561 

52 

7 

100.0 

19.5 

72.  9 

6.8 

.9 

South  Carolina- 

39,  292 

3,725 

16,  472 

19, 069 

26 

100.0 

9.5 

41.9 

48.5 

. 1 

Urban 

5,  544 

2,  666 

2,147 

727 

4 

100.0 

48. 1 

38.  7 

13. 1 

. 1 

Rural 

33,  748 

1,059 

14,  325 

18,342 

22 

100.0 

3. 1 

42.  4 

54.3 

. 1 

South  Dakota 

12,  879 

4,  595 

7,  647 

182 

455 

100.0 

35.  7 

59.4 

1.4 

3.  5 

Urban 

2,724 

2,  060 

663 

1 

100.  0 

75.  6 

24.  3 

(2) 

Rural 

10, 155 

2,  535 

6, 984 

182 

454 

100.0 

25.0 

68.8 

1.8 

4.  5 

Tennessee 

50,  571 

9,  507 

34, 050 

6,  531 

483 

100.0 

18.8 

67.3 

12.9 

1.0 

Urban 

13,  886 

8,520 

5, 095 

186 

85 

100.0 

61.4 

36.  7 

1.3 

. 6 

Rural 

36,  685 

987 

28,  955 

6.  345 

398 

100.0 

2.7 

78.9 

17.3 

1.  1 

Texas 

111,  602 

28,  392 

63,  643 

17.  661 

1,906 

100.0 

25.4 

57.0 

15.8 

1.  7 

Urban 

38,  261 

22, 143 

11, 145 

4,  683 

290 

100.  0 

57.  9 

29.  1 

12.  2 

. 8 

Rural 

73;  341 

6,249 

52;  498 

12,  978 

1,616 

100.0 

8.5 

71.6 

17.7 

2.2 

Utah 

12,  551 

6, 119 

6,222 

148 

62 

100.  0 

48.  8 

49.  6 

1.  2 

. 5 

Urban 

5',  200 

4,  080 

1, 118 

2 

100.  0 

78.  5 

21.  5 

(2) 

Rural 

7,351 

2, 039 

5. 104 

146 

62 

100.  0 

27.  7 

69.  4 

2.  0 

. 8 

Vermont 

6,449 

2,  563 

3,  868 

2 

16 

100.  0 

39.  7 

60.  0 

(2) 

. 2 

Urban 

i,  537 

1,211 

'326 

100.  0 

78.  8 

21.  2 

Rural 

4,  912 

1,352 

3,542 

2 

16 

100.  0 

27.  5 

72. 1 

(2) 

. 3 

Virginia  

51;  247 

9;  119 

27;  793 

13,  621 

714 

100.  0 

17.  8 

54.  2 

26.  6 

1.  4 

Urban 

11;  999 

6,  614 

3;  868 

1'  473 

44 

100.  0 

55.  1 

32.2 

12.  3 

. 4 

Rural 

39,248 

2,505 

23,  925 

12, 148 

670 

100.0 

6.4 

61.0 

31.0 

1.  7 

2 Less  than  of  1 percent. 
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Number  of  live  births  and  percentage  distribution  by  person  in  attendance,  in 
urban  and  rural  areas  of  each  State,  1936 — Continued 


Area 

Number 

Percent 

Total 

live 

births 

Physi- 

cian 

(in 

hospi- 

tal) 

Physi- 
cian (not 
in  hospi- 
tal) 

Mid- 

wife 

Other 

and 

unspeci- 

fied 

Total 

per- 

cent 

Physi- 

cian 

(in 

hospi- 

tal) 

Physi- 
cian 
(not  in 
hospi- 
tal) 

Mid- 

wife 

Other 

and 

un- 

speci- 

fied 

Washington 

23, 376 

16, 247 

6,  855 

171 

103 

100.0 

69.  5 

29.3 

0.7 

0.4 

Urban 

14, 801 

12, 901 

1,  790 

102 

8 

100.0 

87.2 

12. 1 

.7 

.1 

Rural 

8,  575 

3, 346 

5, 065 

69 

95 

100.0 

39.0 

59.1 

.8 

1.1 

West  Virginia 

40, 853 

4,  296 

33,  353 

2,  679 

525 

100.0 

10.  5 

81.  6 

6.6 

1.3 

Urban 

7, 440 

3, 359 

4,020 

46 

15 

100.0 

45. 1 

54.0 

.6 

.2 

Rural 

33,413 

937 

29, 333 

2, 633 

510 

100.0 

2.8 

87.8 

7.9 

1.5 

Wisconsin 

52,  613 

22.  830 

29. 135 

459 

189 

100.0 

43.4 

55.4 

.9 

.4 

Urban 

24,  616 

17,  238 

7, 244 

126 

8 

100.0 

70.0 

29.4 

.5 

(*) 

Rural 

27, 997 

5, 592 

21,  891 

333 

181 

100.0 

20.0 

78.2 

1.2 

.6 

Wyoming 

4,  753 

16 

4,  672 

20 

45 

100.0 

.3 

98.3 

.4 

.9 

Urban 

778 

774 

2 

2 

100.0 

99.5 

.3 

.3 

Rural - 

3,975 

16 

3,898 

18 

43 

100.0 

.4 

98. 1 

.5 

1.1 

~ Ijpss  than  of  1 percent. 


i Appendix  3. — Text  of  Sections  of  the  Social  Security  Act  Relating 
to  Grants  to  States  for  Maternal  and  Child-Health  Services 


I 

Title  V^-GRANTS  TO  STATES  FOR  MATERNAL  AND  CHILD  WELFARE 

I Part  1. — Maternal  and  Child-Health  Services 

APPROPRIATION 

i 

I Section  501.  For  the  purpose  of  enabling  each  State  to  extend  and  improve, 
j as  far  as  practicable  under  the  conditions  in  such  State,  services  for  promoting 
I the  health  of  mothers  and  children,  especially  in  rural  areas  and  in  areas  suf- 
» fering  from  severe  economic  distress,  there  is  hereby  authorized  to  be  appro- 
I priated  for  each  fiscal  year,  beginning  with  the  fiscal  year  ending  June  30,  1936. 
1 the  sum  of  $3,800,000.  The  sums  made  available  under  this  section  shall  be  used 
I for  making  payments  to  States  which  have  submitted,  and  had  approved  by  the 
{ Chief  of  the  Children’s  Bureau,  State  plans  for  such  services. 

ALLOTMENTS  TO  STATES 

‘ Sec.  502.  (a)  Out  of  the  sums  appropriated  pursuant  to  section  501  for  each 

{fiscal  year  the  Secretary  of  Labor  shall  allot  to  each  State  $20,000,  and  such  part 
of  $1,800,000  as  he  finds  that  the  number  of  live  births  in  such  State  bore  to  the 
total  number  of  live  births  in  the  United  States,  in  the  latest  calendar  year  for 
f which  the  Bureau  of  the  Census  has  available  statistics. 

• (&)  Out  of  the  sums  appropriated  pursuant  to  section  501  for  each  fiscal  year 

i the  Secretary  of  Labor  shall  allot  to  the  States  $980,000  (in  addition  to  the 
^ allotments  made  under  subsection  (a))  according  to  the  financial  need  of  each 

I State  for  assistance  in  carrying  out  its  State  plan,  as  determined  by  him  after 
taking  into  consideration  the  number  of  live  biiths  in  such  State. 

(c)  The  amount  of  any  allotment  to  a State  under  subsection  (a)  for  any 
i fiscal  year  remaining  unpaid  to  such  State  at  the  end  of  such  fiscal  year  shall  be 
K available  for  payment  to  such  State  under  section  591  until  the  end  of  the  second 
i succeeding  fiscal  year.  No  payment  to  a State  under  section  504  shall  be  made 
I out  of  its  allotment  for  any  fiscal  year  until  its  allotment  for  the  preceding  fiscal 
f year  has  been  exhausted  or  has  ceased  to  be  available. 

. APPROVAL  OF  STATE  PLANS 

} 

I Sec.  503.  (a)  A State  plan  for  maternal  and  child-health  services  must  (1) 
I provide  for  financial  participation  by  the  State;  (2)  provide  for  the  administra- 

ition  of  the  plan  by  the  State  health  agency  or  the  supervision  of  the  administra- 
tion of  the  plan  by  the  State  health  agency;  (3)  provide  such  methods  of  ad- 
ministration (other  than  those  relating  to  selection,  tenure  of  office,  and  com- 
i pensation  of  personnel)  as  are  necessary  for  the  efficient  operation  of  the 
I plan;  (4)  provide  that  the  State  health  agency  will  make  such  reports,  in  such 

iform  and  containing  such  information,  as  the  Secretary  of  Labor  may  from 
time  to  time  require,  and  comply  with  such  provisions  as  he  may  from  time  to 
time  find  necessary  to  assure  the  correctness  and  verification  of  such  reports ; 
(5)  provide  for  the  extension  and  improvement  of  IcKral  maternal  and  child- 
health  services  administered  by  local  child-health  units;  (6)  provide  for  coopera- 
tion with  medical,  nursing,  and  welfare  groups  and  organizations;  and  (7)  pro- 
vide for  the  development  of  demonstration  services  in  needy  areas  and  among 
groups  in  special  need. 

(&)  The  Chief  of  the  Children’s  Bureau  shall  approve  any  plan  which  fulfills 
the  conditions  si>ecified  in  subsection  (a)  and  shall  thereupon  notify  the  Secre- 
I tary  of  Labor  and  the  State  health  agency  of  his  approval. 
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PAYMENT  TO  STATES 

Sec.  504.  (a)  From  the  sums  appropriated  therefor  and  the  allotments 
available  under  section  502  (u)  the  Secretary  of  the  Treasury  shall  pay  to 
each  State  which  has  an  approved  plan  for  maternal  and  child-health  services, 
for  each  quarter,  beginning  with  the  quarter  commencing  July  1,  1935,  an 
amount,  which  shall  be  used  exclusively  for  carrying  out  the  State  plan,  equal 
to  one-half  of  the  total  sum  expended  during  such  quarter  for  carrying  out 
such  plan. 

( 6 ) The  method  of  computing  and  paying  such  amounts  shall  be  as  follows : 

(1)  The  Secretary  of  Labor  shall,  prior  to  the  beginning  of  each  quarter, 
estimate  the  amount  to  be  paid  to  the  State  for  such  quarter  under  the  provi- 
sions of  subsection  (a),  such  estimate  to  be  based  on  (A)  a report  filed  by  the 
State  containing  its  estimate  of  the  total  sum  to  be  expended  in  such  quarter 
in  accordance  with  the  provisions  of  such  subsection  and  stating  the  amount 
appropriated  or  made  available  by  the  State  and  its  political  subdivisions  for 
such  expenditures  in  such  quarter,  and  if  such  amount  is  less  than  one-half 
of  the  total  sum  of  such  estimated  expenditures,  the  source  or  sources  from 
which  the  difference  is  expected  to  be  derived,  and  (B)  such  investigation  as 
he  may  find  necessary. 

(2)  The  Secretary  of  Labor  shall  then  certify  the  amount  so  estimated  by 
him  to  the  Secretary  of  the  Treasury,  reduced  or  increased,  as  the  case  may 
be,  by  any  sum  by  which  the  Secretary  of  Labor  finds  that  his  estimate  for  any 
prior  quarter  was  greater  or  less  than  the  amount  which  should  have  been 
paid  to  the  State  for  such  quarter,  except  to  the  extent  that  such  sum  has 
been  applied  to  make  the  amount  certified  for  any  prior  quarter  greater  or 
less  than  the  amount  estimated  by  the  Secretary  of  Labor  for  such  prior 
quarter. 

(3)  The  Secretary  of  the  Treasury  shall  thereupon,  through  the  Division 
of  Disbursement  of  the  Treasury  Department  and  prior  to  audit  or  settlement 
by  the  General  Accounting  Office,  pay  to  the  State,  at  the  time  or  times  fixed 
by  the  Secretary  of  Labor,  the  amount  so  certified. 

(c)  The  Secretary  of  Labor  shall  from  time  to  time  certify  to  the  Secretary 
of  the  Treasury  the  amounts  to  be  paid  to  the  States  from  the  allotments  avail- 
able under  section  502  (Z>),  and  the  Secretary  of  the  Treasury  shall,  through 
the  Division  of  Disbursement  of  the  Treasury  Department  and  prior  to  audit 
or  settlement  by  the  General  Accounting  Office,  make  payments  of  such  amounts 
from  such  allotments  at  the  time  or  times  specified  by  the  Secretary  of  Labor. 

OPERATION  OF  STATE  PLANS 

Sec.  505.  In  the  case  of  any  State  plan  for  maternal  and  child-health 
services  which  has  been  approved  by  the  Chief  of  the  Children’s  Bureau,  if 
the  Secretary  of  Labor,  after  reasonable  notice  and  opportunity  for  hearing 
to  the  State  agency  administering  or  supervising  the  administration  of  such 
plan,  finds  that  in  the  administration  of  the  plan  there  is  a failure  to  comply 
substantially  with  any  provision  required  by  section  503  to  be  included  in  the 
plan,  he  shall  notify  such  State  agency  that  further  payments  will  not  be  made 
to  the  State  until  he  is  satisfied  that  there  is  no  longer  any  such  failure  to 
comply.  Until  he  is  so  satisfied  he  shall  make  no  further  certification  to  the 
Secretary  of  the  Treasury  with  respect  to  such  State. 

Part  5. — Administration 

Sec.  541.  (a)  There  is  hereby  authorized  to  be  appropriated  for  the  fiscal 
year  ending  June  30,  1936,  the  sum  of  $425,000  for  all  necessary  expenses  of  the 
Children’s  Bureau  in  administering  the  provisions  of  this  title,  except  section 
531. 

(6)  The  Children’s  Bureau  shall  make  such  studies  and  investigations  as 
will  promote  the  efficient  administration  of  this  title,  except  section  531. 

(c)  The  Secretary  of  Labor  shall  include  in  his  annual  report  to  Congress  a 
full  account  of  the  administration  of  this  title,  except  section  531. 


Appendix  4. — Maternal  and  Child-Health  Services  Under  the 

Social  Security  Act 


FEDERAL  PARTICIPATION 

The  Social  Security  Act  (approved  August  14,  19B5),  in  title  V,  part  1,  au- 
thorizes an  annual  appropriation  of  3,800,000  for  Federal  grants  to  the  States 
for  the  extension  and  improvement  of  services  for  promoting  the  health  of 
mothers  and  children,  especially  in  rural  areas  and  in  areas  suffering  from 
severe  economic  distress. 

The  annual  grants  to  the  States  are  allotted  by  the  Secretary  of  Labor  on  the 
following  basis: 

Fund  A (to  be  matched  by  State  and  local  funds) — $2,820,000 — $20,000 
allotted  to  each  State  ($1,020,000).  $1,800,000,  allotted  according  to 

the  ratio  of  live  births  in  each  State  to  the  total  number  of  live 
births  in  the  United  States.  (Any  balance  of  these  allotments  unpaid 
to  a State  at  the  close  of  the  fiscal  year  remains  available  to  such 
State  until  the  close  of  the  second  succeeding  fiscal  year). 

Fund  B (matching  not  required) — $980,000 — allotted  according  to  finan- 
cial need  of  each  State  for  assistance  in  carrying  out  its  State  plan 
after  the  number  of  live  births  in  such  State  has  been  taken  into 
consideration. 

The  Children’s  Bureau  of  the  Unitted  States  Department  of  Labor  admin- 
isters this  part  of  the  Social  Security  Act.  Through  its  Maternal  and  Child- 
Health  Division,  which  has  on  its  staff  regional,  medical,  and  public-health- 
nursing consultants,  consultation  service  is  given  to  the  State  health  agencies 
on  the  development  and  carrying  out  of  their  plans  for  State  and  local  maternal 
and  child-health  services. 

The  48  States,  Alaska,  the  District  of  Columbia,  and  Hawaii  are  receiving  such 
grants  in  accordance  with  plans  submitted  by  the  State  health  agencies  and 
approved  by  the  Chief  of  the  Children’s  Bureau. 

The  Children’s  Bureau  receives  the  assistance  of  the  following  advisory  com- 
mittees in  the  development  of  policies  and  procedures  for  the  maternal  and 
child-health  program : 

General  advisory  committee  on  maternal  and  child-welfare  services. 

Advisory  committee  on  maternal  and  child-health  services  and  committees 
on  child  health  and  maternal  welfare. 

Special  advisory  committee  on  public-health  nursing. 

Special  advisory  committee  on  dental  health. 

STATE  MATERNAL  AND  CHILD-HEALTH  ORGANIZATION  AND 

ACTIVITIES 

Each  State  department  of  health  has  a division  or  bureau  of  maternal  and 
child  health,  under  a medical  director,  which  conducts  the  maternal  and 
child-health  program  with  the  assistance  of  the  bureau  of  public-health  nursing 
(where  organized)  and  other  bureaus  of  the  department. 

State  programs  include  the  following  activities : 

Preparation  of  the  State  plan  for  maternal  and  child-health  services, 
to  be  submitted  in  requesting  the  Federal  grant  and  to  be  used  as  the 
basis  of  State  administration  throughout  the  year. 
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Appendix  5. — ^Recommendations  With  Respect  to  Extension  of 
Maternal  and  Child-Health  Services  Made  by  the  General  Ad- 
visory Committee  on  Maternal  and  Child-Welfare  Services, 
April  7-8,  1937 

At  its  meeting  on  April  8,  the  General  Advisory  Committee  on  Maternal 
and  Child-Welfare  Services  received  and  unanimously  adopted  the  recommenda- 
tions of  the  Advisory  Committee  on  Maternal  Welfare  and  the  Special  Advisory 
Committee  on  Maternal  and  Child-Health  Services  with  respect  to  an  extension 
of  the  program  under  title  V,  part  1,  of  the  Social  Security  Act.  The  com- 
mittee further  recommended  the  submission  of  the  report  to  the  Chief  of  the 
Children’s  Bureau  for  the  purpose  of  taking  the  steps  necessary  for  the  ac- 
complishment of  the  purposes  outlined. 

The  recommendations,  which  cover  two  special  aspects  of  the  program, 
namely,  (1)  increased  and  improved  maternity  care  and  care  of  the  newborn, 
and  (2)  a program  of  training  in  these  fields  for  physicians  and  nurses,  are 
as  follows : 

1.  Extension  of  the  maternal  and  child-health  work  begun  in  1935  through 
Federal  cooperation  with  the  States  under  the  Social  Security  Act  appears  to 
be  urgently  needed.  This  requires  appropriation  of  public  funds  for  maternal 
care,  medical  and  nursing,  for  all  women  in  need  of  such  care,  considering  need 
as  including  not  alone  economic  but  also  medical  needs  and  lack  or  inadequacy 
of  existing  facilities. 

This  extension  should  include  not  only  provision  of  increased  resources  for 
actual  maternal  care,  including  care  given  locally  by  general  practitioners  and 
nurses,  but  also  expert  obstetric  and  pediatric  consultation  service  in  areas 
where  such  is  not  available  and  hospitalization  of  emergency  and  other  se- 
lected cases.  The  establishment  of  such  a program  would  involve  adequate 
provision  for  three  types  of  service : 

(а)  Care  in  the  home  at  delivery  and  during  the  antenatal  and  post- 

natal periods  by  a qualified  physician  aided  by  a public-health 
nurse  trained  and  experienced  in  maternal  care. 

(б)  Delivery  care  in  approved  or  acceptable  hospitals,  provided  with 

adequate  obstetric  and  neonatal  services  and  facilities  equal  to  all 
emergency  or  complicated  cases,  for  any  woman  who,  because  of 
social,  medical,  or  economic  reasons,  or  because  of  inaccessibility 
of  skilled  care,  should  be  cared  for  in  a hospital. 

(c)  Consultation  service  by  obstetricians  and  pediatricians  to  aid  gen- 
eral practitioners  in  their  care  of  mothers  and  infants. 

In  the  development  of  such  an  extended  program  the  right  of  the  patient 
to  select  her  own  physician  should  be  preserved. 

2.  It  is  the  opinion  of  this  committee  that  a center  or  centers  of  postgraduate 
education  should  be  established  to  teach  urban  and  rural  practitioners  of  med- 
icine and  nurses  the  fundamental  principles  of  complete  maternal  and  infant 
care. 

Having  accepted  the  principle  of  providing  short  intramural  courses  in 
obstetrics  and  care  of  the  newborn  infant  for  general  practitioners,  the  com- 
mittee recommends — 

(a)  That  such  training  positions  carry  maintenance  and  necessary  travel- 
ing expenses. 

(h)  That  intramural  postgraduate  instruction  be  a special  assignment 
of  members  of  the  teaching  staffs  of  medical  schools. 

3.  The  committee  recognizes  the  necessity  and  desirability  of  cooperation 
with  the  National,  State,  and  local  medical  societies  in  the  working  out  of 
any  plan. 

GENERAL  ADVISORY  COMMITTEE  ON  MATERNAL  AND  CHILD-WELFARE  SERVICES 

Kenneth  D.  Blackfan,  M.  D.,  Harvard  University  School  of  Medicine,  chairman. 

Grace  Abbott,  School  of  Social  Service  Administration,  University  of  Chicago. 

Fred  L.  Adair,  M.  D„  University  of  Chicago  School  of  Medicine,  Chicago. 
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*W.  W.  Bauer,  M.  D.,  American  Medical  Association,  Chicago. 

Substitute : R.  G.  Leland,  M.  D.,  American  Medical  Association. 

M.  O.  Bousfield,  M.  D.,  Julius  Rosenwald  Fund,  Chicago. 

*C.  C.  Carstens,  Child  Welfare  League  of  America,  New  York  City. 

John  A.  Ferrell,  M.  D.,  American  Public  Health  Association,  New  York  City. 
F.  H.  Fljozdal,  Brotherhood  of  Maintenance  of  Way  Employees  (representing 
the  American  Federation  of  Labor),  Detroit,  Mich. 

Homer  Folks,  State  Charities  Aid  Association,  New  York  City. 

^Amelia  H.  Grant,  R.  N.,  National  Organization  for  Public  Health  Nursing,  New 
York  City. 

Substitute:  Ruth  Houlton,  R.  N.,  National  Organization  for  Public  Health 
Nursing. 

Cliiford  G.  Grulee,  M.  D.,  American  Academy  of  Pediatrics,  Evanston,  111. 

*T.  Arnold  Hill,  National  Urban  League,  New  York  City. 

Fred  K.  Hoehler,  American  Public  Welfare  Association,  Chicago. 

Arlien  Johnson,  University  of  Washington,  Seattle,  Wash. 

*Paul  H.  King,  International  Society  for  Crippled  Children,  Detroit,  Mich. 

Substitute:  E.  Jay  Howenstine,  Elyria,  Ohio. 

Mrs.  Blanche  L.  LaDu,  American  Public  Welfare  Association,  Chicago. 

Mrs.  S.  Blair  Luckie,  (General  Federation  of  Women’s  Clubs,  Chester,  Pa. 

The  Reverend  Bryan  J.  McEntegart,  Catholic  Charities  of  the  Archdiocese  of 
New  York. 

Mrs.  George  B.  Mangold,  National  League  of  Women  Voters,  Los  Angeles. 
Mary  E.  Murphy,  Elizabeth  McCormick  Memorial  Fund,  Chicago  (National 
Congress  of  Parents  and  Teachers,  Committee  on  Child  Hygiene). 

Robert  B.  Osgood,  M.  D.,  Harvard  University  School  of  Medicine. 

Mrs.  Abbie  C.  Sargent,  The  Associated  Women  of  the  American  Farm  Bureau 
Federation,  Bedford,  N.  H. 

Mrs.  Dora  H.  Stockman,  National  Grange,  E.  Lansing,  Mich. 

*Mrs.  Nathan  Straus,  National  Council  of  Jewish  Women,  New  York  City. 
*Linton  B.  Swift,  Family  Welfare  Association  of  America,  New  York  City. 
Douglas  A.  Thom,  M.  D.,  State  Department  of  Mental  Diseases,  Boston,  Mass. 

ADVISORY  COMMITTEE  ON  MATERNAL  WELFARE 

Fred  L.  Adair,  M.  D.,  University  of  Chicago  School  of  Medicine,  chairman. 
Hazel  Corbin,  R.  N.,  Maternity  Center  Association,  New  York  City. 

Robert  L.  DeNormandie,  M.  D.,  355  Marlborough  Street,  Boston,  Mass. 

George  W.  Kosmak,  M.  D.,  23  East  Ninety-Third  Street^  New  York  City. 
James  R.  McCord,  M.  D.,  Emory  University  School  of  Medicine,  Atlanta,  Ga. 
*Lyle  G.  McNeile,  M.  D.,  3780  Wilshire  Boulevard,  Los  Angeles,  Calif. 

Alice  Pickett,  M.  D.,  University  of  Louisville,  Louisville,  Ky. 

E.  D.  Plass,  M.  D.,  State  University  of  Iowa,  Iowa  City,  Iowa. 

Philip  Williams,  M.  D.,  University  of  Pennsylvania  School  of  Medicine,  Phila- 
delphia, Pa. 

ADVISORY  COMMITTEE  ON  MATERNAL  AND  CHILD-HEALTH  SERVICES 

Henry  F.  Helmholz,  M.  D.,  University  of  Minnesota  Graduate  School  of  Medb 
cine,  Rochester,  Minn.,  chairman. 

Thomas  F.  Abercrombie,  M.  D.,  State  Department  of  Public  Health,  Atlanta, 
Ga. 

S.  Josephine  Baker,  M.  D.,  148  Hodge  Road,  Princeton,  N.  J. 

Ernest  A.  Branch,  D.  D.  S.,  State  Board  of  Health,  Raleigh,  N.  C. 

Hazel  Corbin,  R.  N.,  Maternity  Center  Association,  New  York  City. 

Robert  L.  DeNormandie,  M.  D.,  355  Marlborough  Street,  Boston,  Mass. 

George  W.  Kosmak,  M.  D.,  23  East  Ninety-third  Street,  New  York  City. 

*E.  V.  McCollum,  Sc.  D.,  Johns  Hopkins  School  of  Hygiene  and  Public  Health, 
Baltimore,  Md. 

*Grover  F.  Powers,  M.  D.,  Yale  University  School  of  Medicine,  New  Haven,  Conn. 
Oscar  Reiss,  M.  D.,  University  of  Southern  California  School  of  Medicine, 
Los  Angeles,  Calif. 

Lillian  R.  Smith,  M.  D.,  State  Department  of  Health,  Lansing,  Mich. 

^Elnora  E.  Thomson,  R.  N.,  University  of  Oregon  Medical  School,  Portland. 
*Felix  J.  Underwood,  M.  D.,  State  Board  of  Health,  Jackson,  Miss. 


*Not  present. 


Appendix  6. — ^Recommendations  of  the  Conference  of  State  and 
Territorial  Health  Officers,  April  9, 1937 


The  conference  of  State  and  Territorial  health  officers,  meeting  with  the 
Children’s  Bureau  on  April  9,  1937,  unanimously  adopted  the  following  report 
of  a joint  meeting  of  the  committee  on  maternal  and  child  health  of  the 
State  and  Territorial  health  officers  and  the  child-hygiene  committee  of  the 
State  and  Provincial  Health  Authorities  of  North  America. 

The  conference,  at  its  last  annual  meeting,  adopted  the  committee’s  recom- 
mendations relating  to  a revised  plan  for  development  of  maternal  and  child- 
health  programs,  local  programs,  health  services.  State-wide  program,  and  Fed- 
eral participation  with  States. 

At  a joint  meeting  on  April  4,  1937,  the  committees  considered  other  timely 
and  necessary  steps  in  our  program  of  maternal  and  child-health  activities 
and  the  following  recommendations  were  unanimously  adopted : 

1.  That  the  Children’s  Bureau  prepare  and  send  a questionnaire  relating  to 
present  facilities  and  resources  for  maternal  and  child  health  to  the  States 
and  Territories. 

2.  That  the  medical  schools  of  the  country  be  encouraged  to  provide  more 
adequate  instruction  in  maternal  and  child  care  through  their  obstetrical  and 
pediatric  departments  in  order  that  their  graduates  may  be  better  prepared 
to  practice  preventive  as  well  as  curative  medicine  and  render  service  of  such 
a character  that  the  maternal  death  rate  would  be  lowered  and  that  further 
reduction  would  be  made  in  the  infant  death  rate,  and  that  the  assistance  and 
cooperation  of  the  Council  on  Medical  Education  of  the  American  Medical  Asso- 
ciation be  enlisted  in  the  furtherance  and  promotion  of  this  program  by  better  in- 
struction in  Biese  schools. 

3.  That  it  is  necessary  to  extend  the  maternal  and  child-health  work  now 
being  conducted  in  the  States  and  Territories. 

For  the  purposes  of  developing  sound  procedures  in  this  field,  the  joint  com- 
mittee recommends  (1)  that  resources  be  made  available  so  that  qualified  local 
practitioners  of  medicine  and  qualified  nurses  be  made  available  for  all  aspects 
of  maternal  care  to  those  women  who  are  unable  to  secure  this  service  other- 
wise and  (2)  necessary  consultation  service  and  emergency  hospitalization  for 
these  women  should  also  be  provided. 

Medical  leadership  is  both  desirable  and  necessary  and  the  right  of  the 
patient  to  choose  her  own  physician  should  be  recognized. 

4.  That  the  facilities  for  postgraduate  education  for  physicians  and  nurses 
be  extended  and  that  in  cooperation  with  the  State  medical  societies  an  analy- 
sis be  made  of  the  causes  of  maternal  deaths  in  order  to  demonstrate  the  need 
for  better  obstetric  practice. 

CHILD  HYGIENE  COMMITTEE  OF  THE  STATE  AND  PROVINCIAL  HEALTH 

AUTHORITIES  OF  NORTH  AMERICA 


Felix  J.  Underwood,  M.  D.,  Missis- 
sippi, chairman. 

T.  F.  Abercrombie,  M.  D.,  Georgia. 

P.  H.  Bartholomew,  M.  D.,  Nebraska. 
T.  P.  Burroughs,  M.  D.,  New  Hamp- 
shire. 

*P.  S.  Campbell,  M.  D.,  Nova  Scotia. 
G.  H.  Coombs,  M.  D.,  Maine. 


*J.  D.  Dunshee,  M.  D.,  Idaho. 

W.  B.  Grayson,  M.  D.,  Arkansas. 

V.  K.  Harvey,  M.  D.,  Indiana. 
*Bernard  T.  McGhie,  M.  D.,  Ontario. 
*E.  G.  Morales,  M.  D.,  Puerto  Rico. 
*F.  E.  Trotter,  M.  D.,  Hawaii. 

Maysil  M.  Williams,  M.  D.,  Nortl 
Dakota. 


*Not  present  at  meeting  when  resolutions  were  adopted. 
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Earle  G.  Brown,  M.  D.,  Kansas. 

Henry  D.  Chadwick,  M.  D.,  Massa- 
chusetts. 


E.  R.  Coffey,  M.  D.,  Washington. 

J.  Rosslyn  Earp,  M.  D.,  New  Mexico. 
R.  O.  Cleere,  M.  D.,  Colorado. 

V.  K.  Harvey,  M.  D.,  Indiana. 

R.  H.  Riley,  M.  D.,  Maryland. 


